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brand of phenylbutazone 


Geigy 


in arthritis and allied disorders 





Ten years of world-wide experience...almost 2000 
published reports... have hoe entrenched 
etch pela as the leading nonhormonal antiarthritic 
agent. 

In virtually all forms of arthritic disorder, Butazolidin 
affords prompt symptomatic and objective improve- 
ment without development of tolerance . . . without 
: danger of hypercortisonism. 
Butazolidin®, brand of phenylbutazone, tablets of 
100 mg.; Butazolidin® alka capsules containin 
Butazolidin, 100 mg.; dried aluminum hydroxide gel, 
100 mg.; magnesium tr 150 
pine methylbromide 


Geigy Pharmaceuticals a 
pease of 


rdsiey, New Y 
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DUST 


a threat in 
chronic bronchitis, 
chronic asthma 
and emphysema 

. 


but it needn’t trigger a respiratory crisis 


You can’t isolate the patient with chronic respiratory disease 


e 


from all potential irritants. That is why Choledyl prophylaxis 
is essential. ‘Taken regularly — daily — Choledyl helps prevent 
severe respiratory flare-ups by affording continuous relief 
from debilitating bronchospasm. ‘Throughout long-term use, 
Choledyl is uniformly effective. And even in older patients, 
gastric upset and other unwanted effects are rare. 


TO AVOID THE CRISIS IN CHRONIC BRONCHITIS, CHRONIC ASTHMA, EMPHYSEMA 


CHOLEDYL 


THE CHOLINE SALT OF THEOPHYLLINE brand of oxtriphyiline 


GP 13 


¥ 


Dosage: Adults — 1 tablet 
q.i.d. Supplied: 200 mg. 
tablets (yellow) , bottles of 
100. Precautions: Side 
effects have been minimal 
but may include CNS 
stimulation or, rarely, 
palpitation. Full dosage 
information, available 

on request, should be 
consulted before 
initiating therapy. 
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“I feel much better, thank you.” Your balanced Deprol therapy has lifted 


LIFTS 
DEPRESSION 
> ASIT / 
CALMS 
ANXIETY 









her depression and brightened up her mood—while her anxiety and tension 
have been calmed down. She sleeps better, eats properly, and normal drive 
and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids ‘‘seesaw”’ 
effects of energizers and amphetamines. 
While energizers and amphetamines may 
stimulate the patient — they often aggra- 
vate anxiety and tension. 


And although amphetamine-barbiturate 
combinations may counteract excessive 
stimulation — they often deepen depression 
and emotional fatigue. 


These “seesaw” effects are avoided with 
Deprol. It lifts depression as it calms anx- 
iety — a balanced action that brightens up 
the mood, brings down tension, and relieves 
insomnia, anorexia and emotional fatigue. 


Acts rapidly — you see improvement in a 
few days. Unlike the delayed action of some 
other antidepressant drugs, which may 


Ww) WALLACE LABORATORIES / Cranbury, N. J. 


take two to six weeks to bring results, 
Deprol relieves the patient quickly — often 
within a few days. Thus, the expense to the 
patient of long-term therapy can be 
avoided. 


Acts safely —no danger of liver or blood 
damage. Deprol does not cause liver tox- 
icity, anemia, hypotension or psychotic 
reactions — frequently reported with other 
drugs. 


“Deprol* 


Dosage: Usual starting dose is 1 tablet q.i.d. When neces- 

sary, this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride {benactyzine HCI) and 400 mg. meprobamate. 
Supplied: ‘Bottles of 50 light-pink, scored tablets. Write 

for literature and samples. cb-4490 
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relieves rigidity 

and reduces muscle spasm 
in the 

parkinson patient 


PHENOKENE 


a new synthetic compound 


“‘Chlorphenoxamine (Phenoxene) exerts a gentle yet potent action ...a muscle 
relaxant action also an energizing and stimulating action, without induction of 
excitement or agitation. Patients are able to move faster and more freely and with 
greater strength and longer endurance. It helps to loosen rigid muscles, and it 
successfully counteracts akinesia, tiredness, and weakness.”’* 


*Doshay, L. J., and Constable, K.: Treatment of Paralysis Agitans with Chlorphenoxamine Hydrochloride, J.A.M.A. 
170:37 (May 2) 1959. 


A REPRINT OF THE COMPLETE ARTICLE AND CLINICAL TRIAL SUPPLIES ARE AVAILABLE ON REQUEST. 





2ESIPITMAN-MOORE COMPANY 


fi AY DIVISION OF THE DOW CHEMICAL COMPANY, INDIANAPOLIS 6, INDIANA 
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t. ch« leretic and 


Caroid and Bile Salts Tablets correct constipation physiologically by aiding 
protein digestion, increasing the flow of bile into the gut, and stimulating 
peristalsis. Fk two tablets two hours after breakfast and at bedtime. 








Caroid’& Bile Salts Tablets -cigestant-choleretic-laxative. 


American Ferment Division, Breon Laboratories, Inc., New York 18, New York 
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Alpha-Keri makes dry skin feel soft and smooth immediately . . . soothes the skin 
and stops itching. Alpha-Keri deposits a microfine, lubricant-moisturizing 
oil film over the entire skin area... hydrating the keratin and preventing 
it from drying out. It is particularly effective in replacing the action of 
skin lipids lost by the dehydrating effects of soap, water and weather. 
Alpha-Keri may be added to the bath or sponged on the wet skin while 
showering. 







Alpha-Keri is the first and only completely water-dispersible, antipruritic oil com- 
bining mineral oil and a keratin moisturizer. Contains Kerohydric® (brand 
of dewaxed, oil-soluble, keratin-moisturizing fraction of lanolin), mineral 
oil and a special nonionic: emulsifier. Alpha-Keri disperses immediately and 
completely in water. Available in bottles of 8 fl. oz. 


Alpha eri’ 


water-dispersible, 


x antipruritic oil 


a 
more effective, 


more pleasant 






for 
the bath ‘ i 


or shower | 


way to treat 





| dry...itchy skin 










Write for samples and literature. 


WESTWOOD PHARMACEUTICALS 
BUFFALO 13, NEW YORK 
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INFORMATION FOR AUTHORS 


The editors of Geriatrics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 

Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 5,000 words. Authors’ full names, academic 
or professional affiliation, and complete addresses should be in- , 
cluded. No more than three names should be listed. Credit to con- 
tributing workers may be given in a footnote. 

Titles should consist of 4 to 6 words. References should be kept 
to not more than 20 citations and should be typed on a separate 
sheet. Both journal and book references should follow the style of 
the Index Medicus. References are to be numbered and listed con- 
secutively as they appear in the manuscript. A summary of 40 to 
60 words for use at the head of the article should accompany the 
manuscript. 

GERIATRICS encourages the use of ‘illustrations. Art work and 
photographs must be clear, sharp, and suitable for good reproduc- 
tion. Each illustration should be fully identified with author’s name 
and with figure number and should be accompanied by cutlines 
numbered to correspond. Tables must be well organized, clear, and 
accurate, and each should be typed on a separate sheet. 


Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. Manuscripts 
should be directed to the Editorial Department, Gertatrics, 84 
South Tenth Street, Minneapolis 3, Minnesota. 
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this is 


PLEXONAL 


AND SHAPE) 


* Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 
Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 

of drowsiness. 

For example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 
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;superior daytime relaxing agent 





(NOT A TRANQUILIZER) 


PLEXONAL 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation“ 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1... . 30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal. .. . Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.’” 


In 26 older age cardiac patients, “A comparison of Plexonal with the 
therapy previously employed showed that 17 did better on Plexonal 
than on meprobamate, 6 did better on meprobamate than on Plexonal 
and 3 responded the same to both.’” 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day.* 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 
anesulfonate 0.16 mg. 


1. Scheifiey, C. H.: Proc. Staff Meet. Mayo Clin. 84:408 (Aug. 19) 1959. x 
2. Davanloo, H.: Am. J. of Psychiat. 117:740 (Feb.) 1961. SANDOZ - 








RIASOL 


SAFE 
EFFECTIVE 
TREATMENT 
OF 
PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recurrence 
and adverse reactions. 








RIASOL contains 0.45% Mercury chemically combined 
with soaps, 0.5% Phenol, and 0.75% Cresol. Available 
at pharmacies or direct in 4 and 8 fluid ounces. Write 
for professional sample and literature. 


siefD Saloratories Dept. 103 


12850 MANSFIELD « DETROIT 27, MICHIGAN 
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An earlier report? noted that long-term anticoagulant therapy with warfarin sodium 
can be carried out, along with the necessary prothrombin time determinations, as 


part of general office practice. 


| 

| “The most significant advantage is the great ease in maintaining patients in a 
| therapeutic range. It has been rewarding to find, month after month, patients 
| varying no more than three or four seconds in their prothrombin times on their 
established dosage of Warfarin sodium [COUMADIN ].”2 


- ‘year study’ with 
Ou \ demonstrates: 
long. term anticoagulation 
in office management 
of outpatients is 
practical and effective 


A 5-year study! of long-term anticoagulation with COUMADIN (warfarin sodium) in 
office practice patients has demonstrated that such treatment reduces the prob- 
ability of further infarctions in the postinfarct patient and is effective in preventing 
a first infarction in patients with angina. 
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FOR ORAL, INTRAVENOUS OR iNTRAMUSCULAR USE 
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the original and only warfarin responsible for establish- 
ing this drug as closely approaching the ideal anti- 
coagulant*4 and as “‘the best anticoagulant available 
today.’’5 Over 179,000,000 doses administered to date. 


the proven anticoagulant for long-term maintenance 


Full range of oral and parenteral dosage forms —Coumanin* 
(warfarin sodium) is available as: Scored tablets —2 mg., 
lavender; 5 mg., peach; 7% mg., yellow; 10 mg., white; 
25 mg., red. Single Injection Units — one vial, 50 mg., and 
One 2 cc. ampul Water for Injection; one vial, 75 mg., and 
one 3 cc. ampul Water for Injection. 








Average Dose: Initial, 40-60 mg. For elderly and/or debili- 
tated patients, 20-30 mg. Maintenance, 5-10 mg. daily, or 
as indicated by prothrombin time determinations. 


1. Nora, J. J.: M. Times, May, 1961. 2. Nora, J. J.: J.A.M.A. 174:118, Sept. 10, 


*1960. 3. Baer, S., et al.: J.A.M.A. 167:704, June 7, 1958. 4. Moser, K. M.: Dis- 


ease-a-Month, Chicago, Yr. Bk. Pub., Mar., 1960, p. 13. §& Meyer, O. O.: 
Postgrad. Med. 24:110, Aug., 1958. 


“Manufactured under license from the Wi 
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Complete information and Reprints on Request ENDO LABORATORIES Richmond Hill 18, New York 
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*New Product Announcement 
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a significant 
achievement 1n 
corticosteroid research 


HAIDRONE:: 


(paramethasone acetate, Lilly) 





sculapius 


Haldrone is a potent synthetic corticosteroid with marked anti- 
inflammatory activity. In steroid-responsive conditions, it pro- 
vides predictable anti-inflammatory effects with a minimum of 
untoward reactions. Gratifying response has been observed in 
patients transferred from other corticosteroids to Haldrone. 
There is relatively little adverse effect on electrolyte metabolism. 
With Haldrone, sodium retention is unlikely, psychic effects are 
minimal, and there appears to be freedom from muscle weak- 
ness and cramping. 


NOOR BUIINE Sis oo iow et ees” SP ee 2 aa 

Haldrone, 2 mg., Hydrocortisone... ...... 20 mg. 

° cae ae Prednisone or prednisolone. . . . 5 mg. 
ts approximately Triamcinolone or 

equivalent to methylprednisolone ..... .- 4 mg. 

DEKSTRAENAIONG . 6 5 4s ss 0.75 mg. 


Although the incidence of significant side-effects is low, the usual 
contraindications to corticosteroid therapy apply to Haldrone. 


Supplied in bottles Tablets Haldrone, 1 mg., Yellow (scored) 
of 30, 100, and 500 | Tablets Haldrone, 2 mg., Orange (scored) 


EL! LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 


140049 


























EDITOR 


WALTER C. ALVAREZ, M.D. 


ASSOCIATE EDITORS 


CHAUNCEY D. LEAKE, PH.D. 
Columbus, Ohio, Pharmacology 


JOHN F. BRIGGS, M.D. 


St. Paul, Internal Medicine 


EDITORIAL 


DONALD S. AMATUZIO, M.D. 
Minneapolis, Internal Medicine 


JESSE J. BARRON, M.D. 
Minneapolis, Internal Medicine 


KARL M. BOWMAN, M.D. 

San Francisco, Psychiatry 
HOWARD H. BRADSHAW, M.D. 
Winston-Salem, Surgery 

CHARLES S. CAMERON, M.D. 
Philadelphia, Cancer Research 
WILLIAM B. CLARK, M.D. 


New Orleans, Ophthalmology 


M. EDWARD DAVIS, M.D. 
Chicago, Obstetrics and Gynecology 


WILMA DONAHUE, PH.D. 
Ann Arbor, Psychology 


JOHN W. GOFMAN, M.D. 
Berkeley, Internal Medicine 


ROBERT B. GREENBLATT, M.D. 
Augusta, Ga., Endocrinology 


PHILIP HANDLER, PH.D. 
Durham, N.C., Biochemistry and Nutrition 


GEORGE R. HERRMANN, M.D. 
Galveston, Internal Medicine 


CHARLES HUGGINS, M.D. 
Chicago, Urologic Surgery 


MILTON M. HURWITZ, M.D. 


St. Paul, Internal Medicine 


MAURICE B. VISSCHER, M.D. 
Minneapolis, Physiology 


REUBEN F. ERICKSON, M.D. 


Minneapolis, General Practice 


CONSULTANTS 


WINGATE M. JOHNSON, M.D. 
Winston-Salem, Internal Medicine 


NORMAN JOLLIFFE, M.D. 
New York City, Preventive Medicine 
JEROME KAPLAN 

Mansfield, Ohio, Social Planning 
ANCEL KEYS, PH.D. 
Minneapolis, Physiological Hygiene 


A. B. C. KNUDSON, M.D. 
Washington, D.C., Physical Medicine and Rehabilitation 


RONALD W. LAMONT-HAVERS, M.D. 
New York City, Rheumatology 


MORTON L., LEVIN, M.D. 
Albany, Public Health 


J. ARTHUR MYERS, M.D. 
Minneapolis, Diseases of the Chest 


EDWARD C. REIFENSTEIN, JR., M.D. 
New York City, Medical Research 

CLARK TIBBITTS 

Washington, D.C., Sociology 


EDWARD L, TUOHY, M.D. 
Santa Barbara, Internal Medicine 


HARRY E. UNGERLEIDER, M.D. 
New York City, Internal Medicine 


S. MARX WHITE, M.D. 
Minneapolis, Internal Medicine 


HENRY W. WOLTMAN, M.D. 
Rochester, Minnesota, Neurology 


INTERNATIONAL ASSOCIATES 


TORBEN GEILL, M.D. 


Copenhagen, Denmark 


MARGARET HILL, C.B.E. 


London, England 


RONALD E. TUNBRIDGE, O.B.E., M.D. 
Leeds, England 


R. J. VAN ZONNEVELD, M.D. 
The Hague, The Netherlands 








POTENT CORONARY VASODILATOR PRODUCES 
GOOD RESPONSE IN 82.7% OF PATIENTS’ 


ISORDIL “...appears to exert a more consistent and profound effect than any drug previously 


employed for the prophylaxis of angina pectoris... Rapid onset of action and prolonged effect 


are additional clinical advantages. *” 


Isordil “...has been effective in about three-fourths of 
51 patients with severe angina. Thirty-nine of the patients 
experienced either disappearance of the pain symptoms or 
substantial reduction in frequency and duration of attacks.’’2 


Patients showed a dramatic decrease in the incidence and 
severity of angina pectoris and reported an increased sense 
of well being and a notable increase in exercise tolerance.1 


Isordil’s “... long duration of action and consistent marked 
activity establishes it as a most reliable drug for mainte- 
nance of dilatation of coronary vessels.’’3 


Isordil “‘... appears to be the only agent currently available 
with marked sublingual as well as oral antianginal 
effectiveness.’’4 


ISORDI 


FOR ANGINA PECTORIS 


Dosage: average dose one 10 mg. tablet q.i.d.—a half hour 
before meals and at bedtime; dosage range 5-30 mg. qi.d; 
individualize dose for optimum therapeutic effect; use with 
caution in patients with glaucoma. Supplied: 10 mg. scored 
white tablets in bottles of 100. 


1. Albert, A.: Isosorbide Dinitrate in Treatment of Angina Pectoris, 
Journal Lancet, 81:112 (March) 1961. 2. Shapiro, S.: Angina 
Pectoris: Treatment with Isosorbide Dinitrate, Angiology 12:53 
(Feb.) 1961. 3. Leslie, R. E.: Coronary Vasodilators—A Compara- 
tive Study, Western Medicine 2:56 (Feb.) 1961. 4. Russek, H. I: 
Comparative Responses to Various Nitrates in the Treatment oi 
Angina Pectoris, Journal of the Kansas City Southwest Clinical 
Society 36:14 (Dec.) 1960. 





ISOSORBIDE DINITRATE 


NOW AVAILABLE: ISORDIL WITH PHENOBARBITAL, THE ACCEPTED SEDATIVE FOR THE RELIEF OF ANXIETY IN HEART PATIENTS. 


IVES-CAMERON COMPANY 
New York 16, N. Y. 
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Literature and Professional Samples Available on Request 








T.E.D. anti-embolism stockings 
speed blood flow, help reduce 
fatalities due to pulmonary embolism! 


Accelerated blood velocity minimizes 
formation and incidence of clots 


T.E.D. Anti-Embolism Stockings insure 
steady, uniform pressure of the lower 
leg, helping to speed the flow of blood. 

It is reported that the majority of 
fatal pulmonary emboli cases originate 
with clots from the deep veins of the 
calf. T.E.D. Anti-Embolism Stockings 
counteract this by reducing the caliber 
of the veins enough to accelerate blood 
velocity and thus discourage thrombus 
formation. 

T.E.D. Anti-Embolism Stockings 
maintain an over-all compression be- 
tween 10 and 15 mm. of mercury—as 
you know, the ideal range in prophy- 
laxis for thrombo-embolic disease. Ap- 
plication is so simple it can be handled 
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viously even by a nurse’s aid. 
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use with 
g. scored ANTI-EMBOLISM 
Venturi Tub 
(Bernoulli Principle) STOCKI N GS 
. : THE KENDALL company 
a Pectoris, The same fluid volume passing through a smaller BAUER & BLACK DIVISION 
: Angina diameter means a greater speed of flow. : 
ogy 12:53 
cone A constriction in a pipe increases the velocity of flow. The T.E.D. Anti. <** FOR COMPLETE LITERATURE: - 
ek, H. I.: Embolism Stocking applies this principle, speeding the flow of blood in : on Thrombo-Embolic prophylaxis using : 
atment oi the lower leg where emboli most often get their start. a, * T. E. D. Anti-Embolism Stockings, fill in * 
st Clinical i ? 3 : and mail this coupon to: . 
Recent Literature on Thrombosis and Pulmonary Embolism . : 
1. Marino, D. J., and Fuchs, M.; 35: 1333-1350 (Sept.) 1950 : The Kendall Company : 
Pathogenesis, Diagnosis, and Man- 5. ‘Tidler, J.: Thrombo-Embolic Dis- : Bauer & Black Division, : 
agement of Thrombophlebitis, Geriat. orders, N. Carolina M. J. 18:65 (Feb.) . Dept. GE-7 ° 
13:307 (May) 1958. 1957. : 309 W. Jackson Bivd., Chicago 6, : 
2. Houston, A. N., Roy, W. A., and = g. Allen, A. W.: Management of «Illinois . 
Faust, R. A.: Thrombophlebitis “ag Thrombo-Embolic Disease in Surgi- : : 
Superficial Abdominal Veins, J.A:M.A cal Patients, Surg., Gynec. and Obst. . . 
166:2158 (April 26) 1958. 96:107 (Jan.) 1953. * Name . 
3. Wilkins, R. W., Mixter, G., Jr.; 7. Foley, W. T., and Wright, I. S.: . > 
Stanton, J. R., and Litter, J.: Elastic Medical Management of T hrombo- : 3 
Stockings in the Prevention of Pul- phlebitis, The Msgs i Bulletin 7: + Address . 
monary Embolism, New England (Jan.-Feb.) 1958 . bd 
J. M. 246:360 (Mar. 6) 1952. 8. DeLaughter, G. D., Jr., Emboi- ; : 
4. Judson, W.E.: Present Day Treat- ism, Pulmonary, in Conn. ee. ee i State " 
TIENTS ment of Congestive Heart Failure, Current T’ ty Ee age W. E. m ; 
ATIEN The M. Clinics of N. America Saunders Co., 1958, P. 8 SULR Oba sss 4-05.0-0w wae e eae SORE On 
GERIATRICS, JULY 1961 15A 


Request 














patients 
are happier ° 

Patients prefer when doctors D us cnsnint Choone Fide ane 
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ENEMA as compared to old-style enemas. The tiveness, and safety. 100 cc. con- 


ready-to-use squeeze bottle eliminates troublesome 3... tains 16 Gm. sodium biphosphate 
preparation and cleanup—while insertion is made and 6 Gm. sodium phosphate in 


easier and safer with the pre- FLEETEN EM 414-fl.oz. squeeze bottle. 
lubricated, anatomically correct Renthvie-tiee Seacens Bouts Pediatric size, 214 fl.oz. 
2-inch rectal tube. Disposable feature insures a Also available: FLEET OIL RETENTION 





sanitary enema solution each time. And FLEET ENEMA, 4}4-fl.oz. ready-to-use unit con- 
ENEMA works better with its 4 fl.oz. of precisely taining Mineral Oil U.S.P. 
formulated solution than one to two pints of soap- Available at all pharmacies. 


Cc. B. FLEET CO., INC. Lynchburg, Virginia 
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Geriactive with 


Filmtab® ® 


ABBOTT 


Geriatric Supportive Formula, Abbott 


He’s crossed a somewhat arbitrary point in life over 
into what’s been dubbed ‘“‘the geriatric years.’’ In 
many ways, though, you’d never really know it. (Not 
to suggest that he’d seriously consider following the 
elusive current leading to Easter Island.) 

But, he is nonetheless busy. He works... has 
hobbies ... keeps up with the world around him. 

And one way for you to help keep your geriatric’s 





ONE GERILETS FILMTAB PROVIDES: 





attitude optimistic, rather than diffident, is through 
Filmtab Gerilets. For, with Gerilets, you’re prescrib- 
ing dietary and therapeutic support which can con- 
tribute towards: improving functions illness or age 
have impaired—toning up the patient’s appetite— 
brightening his overall outlook. 

Dosage? Easy. Just a single, tiny pleasant-to-take 
Gerilets Filmtab a day. 











B-Complex Vitami Vitamitt: Bock ss cats 10 Int. units _—_ Lipotropic Factors 
Thiamine Mononitrate (Bi) 5 mg. Hematopoietic Factors Betaine Hydrochtoride..... 50 mg. 
Riboflavin (Ba) ..........2.65 5mg. Cobalamin (Vitamin Biz)... Smeg. _—*IMOSION... 0... see eee e ees 50 meg. 
ee Hydrochloride Ferrous Sulfate, USP....... 75mg.  Anti-Depressant 

¢ Pe <2: PG Raat eee aeg h hi (representing 15 mg. elemental iron) DOSOKYNG si.56iss cheeaceks .. Img. 
Micotinamide....+.....++++« 2OMB. Folie Abldldacpiscices- se 0.25 mg. (Methamphetamine Hydrochloride, Abbott) 
Calcium Pantothenate....... 5 mg 

Capillary Stability Hormones 

Oil Soluble Vitamins Ascorbic Acid (C)........... 50mg. _Sulestrex®..............006 0.3 mg. 
Vitamin A.... 1.5 mg. (5000 units) Quertine®.........eceee0s 12.5 mg (Piperazine Estrone Sulfate, Abbot?) 
Vitamin D... 12.5 meg. (500 units) (Quercetin, Abbott) Methyltestosterone........ 2.5 mg. 


107019 FILMTAB—FILM-SEALEO TABLETS, ABBOTT; U.S, PAT. NO. 2,881,088. 


“FOLIC ACID DOES NOT CONTROL THE NEUROLOGICAL SYMPTOMS OF PERNICIOUS ANEMIA. 





2 Iberol Filmtabs a day supply: 


The Right Amount of Iron 
Ferrous Sulfate, U.S.P..... 
(Elemental Iron—210 mg.) 


Plus Therapeutic B-Complex 
Cobalamin (Vitamin Bi») 
Liver Fraction 2, N. F 
Thiamine Mononitrate 
Riboflavin 


1.05 Gm. 


Pyridoxine Hydrochloride 

Calcium Pantothenate 

Plus Vitamin C 

Ascorbic Acid 

Filmtab—Film-sealed tablets, Abbott 

Note: Iberol®-F with 1 mg. of Folic Acid 
in each Filmtab is available on your 
prescription. (Folic Acid does not control 
neurological symptoms of pernicious 


anemia.) 107020 


ABBOTT 


Another indication for Filmtab® tf ER 


(Iron, Vitamin Biz, and Other Vitamins, Abbott) 


Potent antianemia therapy plus therapeutic B-complex, with the exclusive 


Filmtab coating which protects stability—locks in vitamin taste and odor. 














antispasmodic 
-sedative 
-digestant 


This old gentleman is fictitious but his problem 
is not. In fact, the label he aptly tags his symp- 
toms with might even suit one or two of your pa- 
tients. If they are tense or mildly anxious, and you 
find a functional or ill-defined gastrointestinal 
spasm and an inadequate supply of digestive en- 
zymes, that is “nervous indigestion.” For these 
conditions, Donnazyme offers specific medication 
which relieves GI spasm, calms the emotions, and 
supplements deficient digestive enzymes. Two 
tablets t.i.d. (after meals), or as needed. 


hazyme 


Each specially constructed tablet contains the 
equivalent of one-half Donnatal® tablet plus diges- 
tive enzymes. In the gastric-soluble outer layer: 
hyoscyamine sulfate, 0.0518 mg.; atropine sulfate, 
0.0097 mg.; hyoscine hydrobromide, 0.0033 mg.; 
phenobarbital (% gr.), 8.1 mg.; and pepsin, NF, 
150 mg. In the enteric-coated core: pancreatin, 
NF, 300 mg.; and bile salts, 150 mg. 


A. H. Robins Company, Inc. 
RICHMOND 20, VIRGINIA 
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Strain is a necessary component of man's efforts to move his external 
environment, but all too often brings on extreme pain and trauma when hard 
stools are moved after repair of rectal disorders. Metamucil adds soft, bland 
bulk to the bowel contents to stimulate normal peristalsis and also hold 
water within stools to keep them soft and easy to pass. Thus Metamucil, 
with an adequate water intake, is of great help in minimizing painful trauma 
to postsurgical rectal tissue. Metamucil promotes regularity through 
‘“‘smoothage”’ in all types of constipation. 


® 
Vi i brand of psyllium hydrophilic mucilloid J : 


Available as regular Metamucil or as the new lemon-flavored Instant Mix Metamucil 
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TO FUTURE ISSUES 


A special issue on cardiovascular disease, with 
Jeremiah Stamler of Chicago as guest ed- 
itor, is scheduled for August Geriatrics. 
The papers in this issue were selected for 
publication from those presented at the 
annual meeting of the American Heart As- 
sociation in St. Louis, October, 1960. 


Recurrent Pulmonary Embolism as 

a Remediable Cause of Heart Failure 
Recognition of pulmonary embolism is often 
difficult, especially in heart patients whose 
symptoms mask embolic episodes, say Ed- 
ward A. Edwards, Lewis Dexter, and Wil- 
liam C. Donahue of Peter Bent Brigham 
Hospital, Boston. Definitive treatment to 
prevent further embolism is relatively effec- 
tive in those without antecedent underlying 
heart disease and in those with arterio- 
sclerotic heart disease, but relatively in- 
effective in those with rheumatic or mis- 
cellaneous heart disease. 


Dietary Cholesterol and the 

Pathogenesis of Atherosclerosis 

Cholesterol is an important cause of the 
development of high serum cholesterol con- 
centrations, atheroma formation, and _ ulti- 
mate myocardial infarction, according to 
William E. Connor, Cardiovascular Re- 
search Laboratories, State University of 
Iowa. A review of the epidemiology of cor- 
onary heart disease in different human pop- 
ulation groups shows a significant relation- 
ship between amounts of cholesterol con- 
sumed and coronary mortality. 


Side Effects of Nicotinic Acid in 
Treatment of Hypercholesteremia 


Nicotinic acid in large oral doses has proved 
very effective in lowering elevated levels 
of cholesterol in the blood, writes Kenneth 
G. Berge of the Mayo Clinic. However, 
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side effects limiting the usefulness of this 
treatment include gastrointestinal irritation, 
hepatic dysfunction, jaundice, abnormalities 
of glucose tolerance, and hyperuricemia. 


Blood Pressure, Body Weight, and 

Serum Cholesterol in Whites and Negroes 
and the Problem of Racial Patterns 

of Coronary Heart Disease 

In their article from the Heart Disease 
Control Program, Chicago Board of Health, 
Jeremiah Stamler and associates state that 
Negro men and women have markedly 
higher rates of hypertensive disease than 
whites. The rates for coronary heart disease 
in middle-aged Negro men are not signifi- 
cantly higher than for white men; Negro 
women apparently have higher rates than 
white women. 


Hyperlipemia 

The persistent elevation of triglycerides 
which is associated with coronary artery 
disease may be familial or secondary to 
other diseases, according to Burton S. 
Sklarin, Winnifred Seegers, and Kurt 
Hirschhorn of the New York University 
Medical Center. These hyperlipemias are 
caused by a variety of abnormalities in 
the metabolism of triglycerides. The diag- 
nosis of the hyperlipemia is important in 
view of the possibility of successful therapy 
in the prevention of coronary artery disease. 


Changes in Mortality Rates of Surgically 

and Medically Treated Patients with 
Hypertensive Disease over a Ten-Year Period 
Dera Kinsey, Herbert Sise, and George P. 
Whitelaw of Boston University report that 
hypertensive patients treated medically since 
the introduction of modern antihyperten- 
sive drugs have had a significant decrease in 
mortality rates, while no corresponding de- 
crease has been noted in surgically treated 
patients. They believe that the decrease in 
mortality in the medical group after 1950 
was brought about by introduction of the 
antihypertensive drugs. 
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patient's 
viewpoint 
nausea 
and 
vomiting 
‘can be a most 
distressing 


oe, 


symptom 


/MAREZINE’ 


brand Cyclizine 
Prevents and Relieves: Nausea, Vomiting, Vertigo 


‘Marezine’ controls emetic symptoms quickly and safely without change 
in pulse, blood pressure, respiration or general condition.' This com- 
bination of high efficacy and unusual safety makes ‘Marezine’ “...a 
definite aid to the patient, as well as to the surgeon and anesthesi- 
ologist.”2 ‘Marezine’ is not a phenothiazine derivative. It rarely 
causes drowsiness. 


tablets * injection * suppositories 


REFERENCES: 1. Marcus, P.S., and Sheehan, J.C.: Anesthesiol. 16:423 (May) 
1955. 2. Bonica, J.J., Crepps, W., Monk, B., and Bennett, B. 
— West. J. Surg. 67:332. (Nov.-Dec.) 1959. 
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£2.) BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 

















“inside look” at a 


remarkable 
advance 

in topical steroid 
therapy 


The unique base, Veriderm, com- 
bined with the outstanding anti- 
inflammatory steroid, Medrol, 
provides effective treatment of 
dermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 
approximating the composition of 
normal skin lipids, and Medrol 
Acetate, the highly effective, 
dependable corticoid. 


Topical use of Veriderm Medrol 
Acetate produces symptomatic 
relief and objective improvement 
of dermatoses, and at the same 
time aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
tate, less greasy than an ointment 
and less drying than a lotion, is 
indicated in atopic, contact, or 
seborrheic dermatitis, and in 
neurodermatitis, anogenital pru- 
ritus, and allergic dermatoses. 


—, set Tagan formulations: Veriderm Medrol Acetate 
0.25% h gr am contains: erties (methylprednisolone) 

Acetate : 2. oo 4 mg. 

zoate 3 mg; na skin lipid base composed of Saturated and 
unsaturated tras fatty acids; triglycerot and other esters of 





cholesterol; high-molecular-weight aicohol; with water and 
aromatics. (Veriderm Medro! Acetate 1% is also available.) 
For wed gid Py Sean secondary infection: Veriderm Neo- 
Medro! Acet: Each gram contains: Medrot (meth- 
coil te bebi Acetate 2.5 mg; Neomycin Sulfate 5 mg. 
bane to 3.5 mg. neomycin base); Methylparaben 4 mg.; 
wary droxybenzeate 7 th in a skin lipid base com- 

of saturated an 
Bayoeren and other Salers. 





fatty acids; , Saturated and 





fre 
ight alcohol; with water and oes eran eo: 
he rol Acetate 1% is also availabie.) 

Administration: After careful Saaising of the affected skin 


Acetate is applied and rubbed gently into the involved areas. 
Application should be made initially one to three times daily. 
Once contro! is achieved — usually within a few hours — the 


mended for Hegmnning treatment and the 0. 28% preparation 
for maintenance 





of Veriderm Medrol Ace- 

tate or Neo-Medrol prc, is ind i 
of the skin and in other cutaneous infections for which an 
effective antibiotic or chemotherapeutic agent is not avail- 
able for simultaneous application 
These pre dart acted are usually well tolerated. However, if 
= ot irritation or sensitivity should develop, application 

ould be discontinued. if oy none infection should develop 
me the course of therap: ote apastliehig local or systemic 
antibiotic therapy should be inet tit 
Supplied in 5 Gm. and 20 Gm. Ae ay 


Veriderm 


Medrol' rasan 


Acetate 


Neo- Medrol' 


Acetate 
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YOUR UNRESPONSIVE “ARTHRITIC” MAY BE 
SUFFERING FROM CHRONIC GOUTY ARTHRITIS 


Kt least 5 per cent of all patients suffering from arthritis really have gouty arthritis.’ Although frequently: overlooked,” 
souty arthritis is readily diagnosed if one remembers this, possibility in all patients with chronic joint distress. Elevated 
serum uric acid levels, pain relief with colchicine and occurrence of tophi are valuable diagnostic aids. Once clinically 
confirmed, chronic gouty arthritis responds successfully to TRIURATE.® 


IRIURATE combines in one tablet three effective agents for the management of gouty arthritis: FLEXIN® Zoxazolamine,* 
apotent uricosuric agent; Colchicine, for preventing acute attacks; and TYLENOL” Acetaminophen, the effective analgesic 
which does not interfere with uricosuric action. Thus, TRIURATE promptly relieves chronic discomfort, prevents acute 
flare-ups, reduces tophi, and prevents formation of new deposits. 


PRIURATE 


the full-range therapy for gouty arthritis and chronic gout 


Nverage Dose: One tablet three times a day after meals. Supplied: Beige, scored tablets, imprinted McNEIL, bottles of 50. Each tablet contains: FLEXIN® 
loxazolamine* 100 mg., Colchicine 0.5 mg., and TYLENOL® Acetaminophen 300 mg. 
|) Boland, E. W.; World-Wide Abstr. Gen. Med, 3:11, 1960. (2) Lockie, L. M.: Am. J. Orthopedics 2:252, 1960. *U.S. Patent No. 2,890,985 
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Analgesics & Narcotics 
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Butazolidin ..... ...2nd Covet 
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Antibiotics 
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Anticholinergies-Ataractic 
Milpath 53A 


Anticoagulants 
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Antidepressants 


Deprol . : 2A 
Geroniazol Tl S6A 
Niamid at »oe-S0A-31A 


Antidiarrheals 
DEE, Glu hecacaess 2OM. 
Sorboquel ..... AOI 90A 


Anti-Inflammatory Agents, 
Systemic & Topical 
Haldrone ..... ; scan Ce 


Antinauseants 
Marezine ... ; ; 20A 
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Ataractic Agents 


Butiserpine ...... : 85A 

Mellaril JOA-71A 

Miltown ; ; 89A 
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Bronchodilators 
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Cardiovascular 
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AND THE REST !IS EASY! Noctec (Squibb Chloral Hydrate) invites refreshing sleep 
—gently, safely. Virtually free of side effects (including preliminary excitement or resultant “hang- 
over” commonly observed with barbiturates) , Noctec is conservative sleep therapy for patients of all 
ages. In recommended doses, Noctec may also be prescribed when heart disease or other illness is pres- 
ent «in psychiatric complications + during the first stage of labor - for pre- and postoperative sedation. 


Dosage: Adults—1 or 2 (500 mg.) (7% gr.) capsules or 1 or 2 teaspoonfuls of memes a 

Noctec Solution 15 to 830 minutes before bedtime. Children—for hypnosis—25 mg. _ For full information, SQUIBB 

per lb. of body weight; for sedation, 5 to 10 mg. per lb. of body weight. asd or ee t Squibb Quality— 
Supply: 500 mg. (7% gr.) and 250 mg. (3% gr.) capsules. Solution, 500 mg., oe Predaclaclet \ 
er mene enone 


(7% gr.) per 5 cc. teaspoonful, ‘Noctec’® is a Squibb trademark. the Priceless Ingredient 














in musculoskeletal pain 
steroid or salicylate? 


Steroid- Analgesic Compound LEDERLE J—_= Capsules 


provides the 
advantages of both 


ARISTOGESIC is advantageous in the therapy of 


a wide range of musculoskeletal disorders, from 





mild to severe, because it combines the anti-inflam- 
matory action of ARISTOCORT® Triamcinolone 
with the analgesic action of salicylamide. Aluminum 
hydroxide helps to control gastric distress and 
hyperacidity ; and ascorbic acid compensates for 


loss of this essential vitamin. Low, flexible dosage 


11, GA 


“- 


for highly individualized therapy / Well tolerated 


NAY 


‘a 


for prolonged periods / Single prescription at lower 


Seo *. 
= 


amet 2 


cost / Greater convenience of single capsules... 


INDICATIONS: Mild cases of rheumatoid arthritis, 


{ 


tenosynovitis, synovitis, bursitis, spondylitis, 


myositis, fibrositis, neuritis, and certain muscular 


>>> a 


strains. 


PRECAUTIONS: Since this compound is designed to give relief at 
low steroid dosage, the risk of unwanted collateral hormonal 
effects such as Cushingoid manifestations, peptic ulcer and 
muscle weakness is relatively small. Still, the usual precautions 
pertaining to use of steroids in conditions in which they may be 
detrimental should be observed. This is particularly important 
in infections in which adverse effects are not dose-related. If 
reactions occur, discontinue drug and take appropriate measures. 
Each ARISTOGESIC Capsule contains: ARISTOCORT Tri- 
amcinolone, 0.5 mg.; Salicylamide, 325 mg.; Dried Aluminum 
S Hydroxide Gel, 75 mg.; Ascorbic Acid, 20 mg. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY 


Pearl River, New York 














A Handbook of Social Gerontology: 
Societal Aspects of Aging 


CLARK TIBBITTS, editor, 1960. Chicago: 
of Chicago Press. 775 pages. $10.00. 


University 


The Handbook of Social Gerontology: So- 
cietal Aspects of Aging, edited by Clark 
Tibbitts, is the second of 3 volumes dealing 
with the psychologic and social aspects of 
aging and prepared under the auspices of 
the Inter-University Council in Social Ger- 
ontology. 

The Handbook represents the combined 
efforts of 23 contributors and is divided 
into 3 parts: The Basis and Theory of Social 
Action, The Impact of Aging on Individual 
Activities and Social Roles, and Aging and 
The Reorganization of Society. 

The editor and contributors did a mas- 
terful job in minimizing data repetition and 
in reinforcing one another. As in any hand- 
book, however, each chapter inevitably re- 
flects the contributor’s viewpoints as to what 
he considers important to stress within the 
outline and guideposts set by the editor. 
This has resulted in a variance as to how 
the separate topics are covered; thus the 
book consists of general reviews, current re- 
search and information, and areas for future 
studies. In addition to those who stressed 
one of these aspects, there were several who 
utilized all of these approaches. 

The “The Health 


\ging People,” by Eugene A. Confrey and 


section on Status of 
Marcus S. Goldstein, is one of those combin- 
ing the several approaches listed above. The 
chapter affirms that (1) later years bring 
increased amounts of disabling and chronic 
illness; (2) mobility and activity are lim- 
ited, accordingly, in the later years when 
related to health specifics; (3) fatal 
dents increase sharply with age; and (4) 


acci- 
older adults are an integral part of the men- 
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All books intended for review 
and all correspondence relating to 
this department should be sent 
to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


tal illness problem. The authors point out 
that sociologic factors may influence hospi- 
talization of older adults. Many other as- 
pects are also covered as the authors con- 
clude that not only is the health of aging a 
sociobiologic phenomenon but also intensive 
research is needed on health and_ socio- 
economic relationships. 

Each of the other 22 chapters either di- 
rectly or indirectly relates to health and 
the aged. Each chapter makes a major con- 
tribution to gerontology which will give this 
handbook its place as a basic reference book 
in the study of human aging. 

Clark Tibbitts, the Inter-University Coun- 
cil in Gerontology who sponsored the Hand- 
book, and the contributors have undertaken 


a monumental job. 
: JEROME KAPLAN 


Mansfield, Ohio 
The Older Patient 


WINGATE M. JOHNSON, M.D., 
Paul B. Hoeber, Inc. 564 pages. 


1960. New York: 
Illustrated. $14.50. 


Dr. Wingate M. Johnson as editor, and 20 
additional experts on clinical problems of 
the aged, present an excellent medical mon- 
ograph. The book treats clearly and con- 
cisely the problems in the diagnosis and 
treatment of diseases and disorders of our 
elderly citizens. 

All physicians who treat persons over 60, 
but especially internists and general practi- 
tioners, will find specific guidance on this 
rapidly growing area of practice. The book 
deals not only with physical ailments of 
older patients but also with their socio- 
economic and emotional. problems, nutri- 
tion, and the anatomic changes that accom- 
pany the aging process. 

There are twenty-six chapters relating to 
many problems and each chapter has an 
The chapter on 
(Continued on page 34A) 


extensive bibliography. 
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“...SOaps are 
likely to aggravate 
practically 
any kind of dermatitis” 


Waldbott, G. L.: Contact Dermatitis, 
p. 136, C. C. Thomas, Springfield, 1953 


AVEENO-BAR 


for soap-free cleansing 


Aveeno-Bar is a richly-lathering soap-free cleansing 
bar that contains more than 50% soothing colloidal 
oatmeal. It is particularly well-suited to cleansing 
sensitive atopic skin. 


It contains no soap whatsoever, and, unlike soap, 
contains no fatty-acids which may aggravate an 
already irritated condition. Aveeno-Bar has a pH of 
5.7 to approximate the normal pH of skin. 
It lathers richly even in the hardest: water. 


Active Ingredients: Aveeno Colloidal Oatmeal; special blend of 
sudsing agents; dewaxed hypo-allergenic lanolin; hexachlorophene. 


AVEENO CORPORATION 250 WEST 57TH STREET NEW YORK 19, N.Y. 
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BRAND OF NIALAMIDE 





provides remission of depression—smoothly, gradually, 
without “jarring” o notably low incidence of serious com: 
plications or side effects o convenience of once-a-day dosage 


Science for the world’s well-being® Pfizer. PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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7, New York 


n Brief Niamid, brand of nialamide, is I-(2-[benzylcarbamyl] ethyl) -2-isonicotinyl- 


hydrazine, a well-tolerated antidepressant that may correct or relieve depression on 


once-a-day dosage. Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melancholia, postpartum de- 
pression, depressed phase of manic-depressive reaction, senile depression, reactive 
depression, schizophrenic reaction with depressive component, psychoneurotic depres- 
sion. m In neurotic or psychotic patients, Niamid,may normalize or favorably modify 
aberrant or excessive reactions and symptoms of depression such as: phobias, guilt feel- 
ings, dejection, feeling of inadequacy, discouragement, worry, uneasiness, distrustfulness, 
hypochondriacal and nihilistic ideas, difficulty in concentration, insomnia, loss of energy 
or drive, indecision, hopelessness, helplessness, decreased functional activity, emotional 
and physical fatigue, irritableness, inability to rest or relax, sadness, anorexia and 
weight loss, and withdrawal from society. In the withdrawn patient, Niamid may 
elevate the mood so that there is increased activity, increased awareness and interest in 
surroundings, and increased participation in group activities. Appetite may be increased 
and there may be decreased fatigability. Lack of clinical response to other antidepressant 
therapy does not preclude a favorable response to Niamid. Relief of depression may also 
be evidenced by elimination or reduction of the need for somatic therapy, such as 
electroshock. In patients suffering from depression associated with chronic illness, 
Niamid may improve mental outlook, reduce the impact of pain, decrease the amounts 
of narcotics or analgesics needed, and improve appetite and well-being. In patients with 
angina pectoris, Niamid has been found to be a useful adjunct to management through 
reduction in frequency of attacks and pain. Dosage: Starting dosage is 75 to 100 mg. on 
a once-a-day or divided daily basis. This may subsequently be adjusted depending upon 
the tolerance and response. Responses to Niamid are not usually rapid, and revisions of 
dose should be withheld until at least a few days have elapsed at each level. Increments 
or decrements of 122-25 mg. are generally sufficient. A daily dosage of 200 mg. is the 
maximum recommended for routine use. (As much as 450 mg. daily has been used in 
some patients.) Side Effects: Niamid, in clinical use, has been characterized by a signifi- 
cant lack of toxicity. It is generally well tolerated. Nervousness, restlessness, insomnia, 
hypomania, or mania, sometimes occur. Occasional headache, weakness, lethargy, ver- 
tigo, dryness of the mouth, blurred vision, increased perspiration, constipation, mild 
skin rash, mild leukopenia, and epigastric distress may be obviated or modified by 
reductions in dose. Effects due to monoamine oxidase inhibition persist for a substantial 
period following discontinuation of the drug. Precautions and Contraindications: 
Hepatic toxicity has not been reported in extensive clinical studies. However, if previous 
or concurrent liver disease is suspected, the possibility of hepatic reactions and liver 
function studies should be considered. gm The suicidal patient is always in danger, and 
great care must be exercised to maintain all security precautions. The apathetic patient 
may obtain sufficient energy to harm himself before his depression has been fully alle- 
viated. g Niamid may potentiate sedatives, narcotics, hypnotics, analgesics, muscle 
relaxants, sympathomimetic agents, thiazide compounds and stimulants, including 
alcohol. Caution should be exercised when rauwolfia compounds and Niamid are 
administered simultaneously. Rare instances have been reported of reactions (including 
atropine-like effects, and muscular rigidity) occurring when imipramine was adminis- 
tered during or shortly after treatment with certain other drugs that inhibit monoamine 
oxidase. In Cardiology: The central effects of Niamid may encourage hyperactivity and 
the patient should be closely observed for any such manifestation. Orthostatic hypoten- 
sion or hypertensive episodes occur in a few individuals; cardiac patients should be 
carefully selected and closely supervised. In Epilepsy: Although in some patients thera- 
peutic benefits have been achieved with Niamid, in others the disease has been aggra- 
vated. Care should be exercised in the concomitant use of imipramine, since such 
treatment with monoamine oxidase inhibitors has been reported to aggravate the grand 
mal seizures. In Tuberculosis: Existing data do not indicate whether resistance of M. 
tuberculosis to isoniazid may be induced with Niamid therapy; nevertheless, it should 
be withheld in the depressed patient with coexisting tuberculosis who may need isonia- 
zid. m As with all therapeutic agents excreted in part via the kidney, due caution in 
adjusting dosage in patients with impaired renal function should be observed. Supplied; 





Niamid (Nialamide) Tablets, 25 mg.: 100’s—pink, scored tablets; 100 mg.: 100’s— 
orange, scored tablets./More detailed professional information available on request. 





aspirin buffered with the most widely-prescribed antacid.. 





Aspirin MAALOX 
300 mg. 150 mg 
5 gr 2 


ASCRIPTIN 


in long-term administration, as in Arthritis, 
when aspirin combined with an antacid is desired: 





seis ASCEIPULT sn 


the aspirin buffered with the best 


To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOX®, the preferred professional antacid. The recognized superiority of MAALOX 


makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 


Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term requirements of your arthritic patients. 


Supplied: Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 
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in report after report... 


“.CHLORESIUM Ointment tended to produce a clean granu- 
lating wound.” 


“prompt, clean healing with firm granulation.”? 


“ .effective...in facilitating growth of granulation tissue and 
epithelization.’* 


“'.an active agent in restoring affected tissues to a state 
conducive to normal repair..." 


“« ..promotes granulation more rapidly and of better quality....”° 


consistently 
effective in 
pressure sores 


local irritation and eliminates chronic wound odor as well. 
tubes and special hospital size. 


bottles and special hospital size. 


level 


yith 
Ox Samples and literature available on request 


) 
Mount Vernon, New York 








CHLORESIUM......... 


Reliably effective, totally free of undesirable side effects, CHLORESIUM Ointment is 
broadly accepted as a healing agent of choice in decubitus ulcers and other resistant 
lesions. Its active ingredient, water-soluble chlorophyllin, speeds tissue repair, soothes 


CHLORESIUM Ointment—0.5% water-soluble chlorophyll derivatives in a hydrophilic base. In 1-0z, and 4-o0z. 


CHLORESIUM Solution—0.2% water-soluble chlorophyll derivatives in isotonic saline solution. In 2-0z. and 8-oz. 


References (1) Moss, N. H.; Morrow, B. A.; Long, R. C., and Ravdin, |. S.: J.A.M.A, 140:1336, 1949. (2) Niemiro, 
B. J.: Journal-Lancet 71:364, 1951. (3) Combes, F. C.; Zuckerman, R., and Kern, A. B.: New York J. Med. 52:1025, 
1952. (4) Lowry, K. F.: Postgrad. Med. 11:523, 1952. (5) Diamond, 0. K.: New York J. Med. 59:1792, 1959. 
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nervous system disorders is quite extensive, 
and the clinical arrangement of these dis- 
orders by symptoms is unique and illuminat- 
ing. The chapter on the mental disorders 
of the aged has a good deal of new informa- 
tion pertinent to this clinical problem. New 
material on the use of steroids in pulmo- 
nary viral infections is featured in another 
chapter. 

The volume is well printed with distinct 
type on good quality paper. There is a 
comprehensive subject index at the end of 
the book. The _ illustrations, tables, and 
graphs serve their instructive purpose very 
well. The whole effect is one of easy and 


pleasant reading. 
REUBEN F. ERICKSON, M.D. 


Minneapolis 


Hobbies: The Creative Use of Leisure 
MARGARET E. MULAC, 1959. New York: Harper & 
Brothers. 260 pages. $3.95. 

Miss Mulac, a recreation leader and lecturer, 
has studied the subject of hobbies exten- 
sively and knows what they can do for peo- 
ple and the new importance they have as- 
sumed in this age of increasing leisure and 
early retirement. 

She groups hobbies into making, collect- 
ing, doing, and learning categories, and tells 
how a hobby should be selected. The col- 
lecting instinct is given its proper due, and 
service to others is revealed as a fascinating 
hobby. Suitable cautions are cited against 
overambitiousness. 

Brief descriptions are given of dozens of 
hobbies in the four main groupings, such 
as basketry, beadwork, embroidery, jewelry, 
and leather; collecting autographs, books, 
dolls, and shells; baking, camping, chess, 
fishing, hiking, and photography; current 
events, folklore, “great books,” philosophy, 
science, and politics—all these and many 
more. A good bibliography on many of these 
subjects is included. 

My trouble was that I couldn’t get very 
excited about the hobbies. The book seems 
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more suitable for college classes in recreation 
than for the general reader, who would 
want to know more about any hobby he 
found mentioned in the book and who 


would, I think, have difficulty in working 
up much enthusiasm on the basis of what 


he read there. 
CHARLES F. WRIGHT 


Minneapolis 


The Choice of a Medical Career: Essays on 
the Fields of Medicine 

JOSEPH GARLAND, M.D., and JOSEPH STOKES III, 
M.D., Editors, 1961. Philadelphia: J. B. Lippincott. 
231 pages. $5.00. 

An excellent collection of chapters on the 
several specialties written by some of Amer- 
ica’s leading teachers in the several fields, 
this book is ideal for the young physician 
who is standing on the threshold wondering 
which way he should go. There is much in 
several of the chapters on how a young 
physician can get the graduate training that 
he would like to have. 

There is a splendid chapter by William 
Bennett Bean on idealism in medicine 
which ought to be read by every young 
physician who is starting out. As Dr. Bean 
says, whenever a man has trouble in his 
dealings with a colleague, the thing to do is 
to go that very day to the man to find out 
what is wrong. “Don’t sulk, don’t brood, 
perhaps it’s your fault.” “We must give no 
offense by not being offensive.” “It is by 
cultivating the proper attitudes and ideals 
rather than imposing a set of rules that we 
do our best work and create the most favor- 
able impression.” This is so true, and it is 
an idea that is needed today in medical 
institutions, where the effort is to appoint 
more and more committees and to make 
many rules. 

Dr. Bean also says, “A person is ultimate- 
ly destroyed if he habitually departs from 
honesty.” How important that statement 
should be to the young doctor who may 
think that a little dishonesty will not do 
any harm. “At all times one’s dealings with 
patients, with colleagues and with friends 
should be characterized by complete hon- 
esty.” As William Jenner used to say, “A 
physician must be honest and he must be 

(Continued on page 40A) 
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Benztropine Methanesulfonate 


arkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
featment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facies. 
t has the ability to control severe tremor and may control sialorrhea better than atropine.’ Severe rigidity, 
Leideiutron, and frozen states also respond to CoGENTIN.2 Its prolonged action permits 24-hour control of 
ymptoms with one bedtime dose.* 








fore prescribing or administering CocENTIN,-the physician should consult the detailed information on use accompanying the package or available on request. 
bpplied: Tablets CoGENTIN (quarterscored) , 2 mg., bottles of 100 and 1000. New dose form: Injection CocENTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 
ferences: 1, Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. 27:602, 1960. 3. A. M. A. Council on Drugs: 
v and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CocENTIN is a trademark of Merck & Co., Inc. 


is) MERCK SHARP & DOHME Division of Merck & Co., Inc., West Point, Pa. 













‘A 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT™ is non-hypertensive, 
non-excitatory. 





Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 





1, Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 1538: 1260, 1953. 3. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


References: 


PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 
Columbus 16, Ohio 








from depression to right frame of mind 








Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 
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Brand of Polyestradiol phosphate ® 


ACTS AS A SYNTHETIC GLAND. 
SECRETING NATURAL ESTROGEN 


‘ESTRADURING 


Most of the injected dose is rapidly cleared from 
the blood stream (no depot effect at site of injec- 
tion). Passive storage of ‘‘Estradurin’”’ is prima- 
rily in the reticuloendothelial system where it is 
gradually released into the circulation. 


Dosage: Intramuscular injection of 40 to 80 mg. every two to four 
weeks or less frequently, depending on response. Dosage is ad- 
justed as indicated by careful observation of the patient (see pack- 
age insert for full product information), Caution: “Estradurin’” is 
not recommended for use in females in the treatment of estrogen 
deficiency states. Supplied: No. 451—Each “‘Estradurin” package 
provides: (1) One ‘“‘Secule’”’® containing 40 mg. polyestradiol phos- 
phate, 0.02 mg. phenyl mercuric nitrate, and 9.76 mg. sodium 
phosphate. As a solubilizing agent for the active ingredient 25 mg. 
nicotinamide is also present. The pH is adjusted with sodium 
hydroxide. (2) One 2 cc. ampul of sterile diluent. 

AYERST LABORATORIES New York 16, N. Y. * Montreal, Canada 
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4 SPECIFICALLY RECOM- 
; MENDED IN PROSTATIC 


CARCINOMA 


e simulates physiologic secre- 
tion of hormone by providing 
continuous estrogen activity for 
prolonged periods 


¢ permits better patient control 
by insuring continuous avail- 
ability of medication within a 
given period 

¢ effectiveness clinically con- 
firmed and low order of toxicity 
reported...no side effects except 
for the usual pharmacologic 
effects to be expected when 
estrogen is used in the male, 
i.e., loss of libido, gynecomastia, 
and nipple tenderness 6120 
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Peri-Colace meets 

the three major criteria 

for an effective laxative 

as established by physicians’ 





Mead Johnson 
Laboratories 


Symbol of service in medicine 


». virtual freedom 


clinically 
proven 
effectiveness 


predictable 
action 


from griping oi 
other irritating 
side effects 


*Results of a survey of over 
1,000 physicians conducted by 
the Bureau of Research, Inc., 
555 W. Jackson Blvd., Chicago 
6, Illinois (April, 1960). 
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ger latric pe itients 


PERE COLACH 


eliminates the enema and straining at stool 


In geriatric patients,'” Peri-Colace promptly, yet gently, induces bowel 
movements—satisfactory evacuation without straining. It helps to elim- 

> inate the use of enemas for bedfast patients, even where fecal impaction 
is a complicating factor.’ 


Experience in practice’’ has shown the unusual dependability of 
Peri-Colace in elderly patients with a wide variety of illnesses compli- 
cated by constipation. In many of these, muscular strength is insufficient 
to effect a bowel movement.” With Peri-Colace, a soft, easily passed stool 
is evacuated within 8 to 12 hours. 


With Peri-Colace, “...side effects such as griping are reduced to a 
minimum.’ 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson,.J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Napp, E. E., and Donnenfeld, A. M.: J. Am. Geriatrics Soc. 8:858:860 (Nov.) 1960. 
(3) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957. 
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kind.” Good is Bean’s statement, “Be on 
good terms with people.” What a splendid 
piece of advice that is. Another good bit of 
advice is, “Grow old gracefully, surrender- 
ing at appropriate times the things of 


youth.” 
. WALTER C. ALVAREZ, M.D. 


Geriatric Nursing 

KATHLEEN NEWTON, third edition, 1960. St. Louis: 
C. V. Mosby Co. 465 pages. Illustrated. $6.50. 
The need for knowledge in the develop- 
ment and improvement of services for older 
persons has received increased attention in 
the past decade and has had _ particular 
effect on health personnel and health pro- 
grams. That nurses should be concerned 
with the needs of elderly persons is obvious; 
Kathleen Newton’s textbook, first published 
in 1950, reflects awareness of this obliga- 
tion. 

This third edition considers both com- 
munity and clinical care of the elderly and 
presents general principles of nursing 
adapted to characteristics of this group. Par- 
ticular attention is given to examination of 
specific individual needs. The various nurs- 
ing responsibilities carefully detailed by 
Miss Newton, are, of course, essential in the 
care of patients of all ages; their recogni- 
tion and acceptance are obligatory elements 
of successful nursing practice which are too 
frequently neglected in favor of the in- 
creased demand for administrative and tech- 
nical duties. One might hope that continued 
concern for the health and welfare of the 
older person will influence both the think- 
ing and practice of nurses whose most sig- 
nificant contribution can be made because 
of a unique relationship with the patient, 
regardless of age. 

Miss Newton does not write solely for 
nurses. The discussion of attitudes toward 
aging is pertinent not only to workers in the 
health professions but also to individuals 
and families directly influenced by such 
problems. The chapters on rehabilitation, 
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employment and economic security, and 
housing are of general interest; however, it 
is not the intention of the author to deal 
comprehensively with these subjects. 

Although only brief reference is made to 
the need for research about the aging and 
the aged, the adjectives “many,” “most,” 
and “some” begin numerous statements in 
the text and, by implication, underline the 
necessity for more precise documentation. 
Miss Newton poses questions requiring 
scientific research and states that “the nurse 
should avoid making assumptions that are 
without scientific basis as she cares for older 
patients.” 

Although the author does not wish the 
nurse to accept unscientifically based atti- 
tudes toward old persons, she appears to 
minimize the importance of a spirit of in- 
quiry. In fact, throughout the book there 
is no attempt to provoke curiosity or to 
encourage investigation, which are the sine 
qua non of progress and improvement in 
the care of patients. 

The edition contains an extensive bibli- 
ography and excellent illustrations. How- 
ever, there are no footnotes. Readers stim- 
ulated by the author’s intelligent treatment 
of this subject will thank her for her ob- 
vious and sympathetic concern for the re- 
quirements of a significant and continually 
expanding group in our society. 

JEAN GALKIN 
Baltimore 
Clinical Medicine and 
the Psychotic Patient 
OTTO F. EHRENTHEIL, M.D., and WALTER E. MAR- 
CHAND, M.D., 1960. Springfield, IIl.: Charles C 
Thomas. 378 pages. Illustrated. $10.75. 
Psychotic patients offer the clinician unique 
problems of diagnosis and treatment: they 
rarely complain unless asked, they often do 
not understand or cooperate with therapy, 
and, occasionally, they present illnesses and 
injuries not described in orthodox textbooks. 

How can one tell if a psychotic, non- 
communicative patient is ill? Often, it re- 
quires an overt manifestation on the part of 
the patient, such as weakness, a limp, faint- 
ing, or bleeding, and some detective work 
on the part of the attendant. 

Why don’t psychotic patients complain? 

(Continued on page 46A) 
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laxative needs 
in geriatrics 


By softening the stool and gently increasing peristalsis, 
non-habit-forming AGORAL effectively and safely overcomes ' 
the constipation encountered in geriatric patients. 


Especially important to older patients is the smooth predictable 
response to AGORAL—without urgency, griping or risk of 
embarrassing anal leakage of oil. 
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colonic hypomotility 
one cause of 
constipation among 
the aging 


the 
gentle 
laxative 
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“A cool wet dressing correctly applied remains one of the most important modalities. 
Nothing affords such prompt and pleasing relief of the inflamed skin.””* 
Available from Dome... Six Modernized Wet Dressings to Meet Selective Needs 


* DOMEBORO® (pH 4.2) ¢ SOYBORO™ (pH 4.5) * DALIDOME™ (pH 4.6) 


WET DRESSINGS | A : : 
BY DOME CHAMO0® (pH 5.5) SOYALOID™ (pH 5.5) VLEM-DOME™ 


For complete information, write for booklet, 
“6 Individualized Wet Dressings” 
*Combes, F. C.: Ind. Med. & Surg. 30:29-34 (Jan.) 1961. 
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This arthritic patient felt - 
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Mrs. K. S., 73, complained of severe pain in lower back. Diagnosis: osteo- 
Ta tala lttMe-lale Mees) (-1e) ole] cel-] (Mmm) (-1ae) (ele: Late ME-lar-l(e(-t-1(er-Mmer-hU-Mmelalh Mmuilele(-e-1 
relief. Gradual weight loss continued. Dianabol, 10 mg./day, started. “Within 
a week symptomatic improvement had begun.” Patient gained strength, 
agility, and sense of well-being. Photograph used with patient’s permission. 

Please turn page 











Why arthritic patients 
feel much better on Dianabol 


1. In arthritis, 
Dianabol improves general 
physical condition 


Arthritis, like other chronic illnesses, plunges 
the body into a catabolic state. Protein stores 
are depleted; appetite wanes; weight drops; 
strength and vigor decline. By aiding the dep- 
osition, synthesis and utilization of protein, 
and by conserving calcium, Dianabol pro- 
motes lean weight gain, increases strength and 
vitality, and strengthens bone structure in pa- 
tients with a wide range of chronic diseases. 
Recent studies show that adjunctive use of 
Dianabol may be particularly valuable in pa- 
tients with arthritis to improve over-all clini- 
cal status. Kuzell and Naugler,' for example, 
report that arthritic patients on Dianabol 
“generally have experienced an increase in 
appetite, weight, strength and endurance.” 
Kuzell and Naugler note further: “Unlike 
some other testosterone derivatives, the use 
of this compound [Dianabol] is not followed 
by virilizing phenomena. Fluid retention has 
been no problem.” 


2. In arthritis, 
Dianabol helps restore 
a sense of well-being 


Plagued by pain and reduced mobility, ar- 
thritics often lose hope and become depressed. 
The marked improvement in general health 
usually associated with therapy with Dianabol 
may have a favorable effect in these patients, 
as it has in so many chronically ill individuals. 
As physical status improves, hope is revived 
and a sense of well-being restored. Comment- 
ing on the use of Dianabol in a group of debil- 
itated, cachectic patients, Gingrich? states: 
“The majority of patients experienced in- 
crease in appetite and a feeling of well-being.” 
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3. In arthritis, 

Dianabol augments the 
beneficial effects of 
salicylates, corticosteroids, etc. 


Several investigators!34 have observed im- 
proved therapeutic response after the addition 
of Dianabol to antiarthritis regimens. Kuzell 
and Naugler! state: “In generalized osteo- 
arthritis, symptoms have been less bother- 
some, and in ankylosing spondylitis gain in 
weight and strength has followed the use of 
Dianabol.” Clark,? reporting on 12 hospi- 
talized patients with rheumatoid arthritis be- 
ing given moderate to large doses of 
corticosteroids with evidence of steroid intox- 
ication, noted that the addition of Dianabol 
promptly decreased joint symptoms but in- 
creased steroid intoxication. However, with 
Dianabol it was possible to reduce corticoster- 
oid dosage considerably, while maintaining 
and even furthering clinical improvement. In 
15 ambulatory patients on small maintenance 
doses of corticosteroids, the addition of 
Dianabol resulted in further clinical improve- 
ment which was continued even when corti- 
costeroid dosage was reduced in some cases.3+4 


4. In arthritis, 
Dianabol counteracts 
the catabolic effects 
of corticosteroids 


Prolonged use of corticosteroids may result in 
excessive breakdown of protein in all tissues, 
including bone,> as well as undue phosphorus 
and calcium loss.® If protein destruction is 
allowed to go unchecked, it may lead to oste- 
oporosis—a condition that has occurred with 
increasing frequency in patients receiving cor- 
ticosteroids for extended periods.’ 

Tillis> asserts that it is “imperative” to restore 
the protein bone matrix in such patients 
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through the use of an anabolic agent. He stud- 
ied the specific anabolic benefits of Dianabol 
in 50 patients with osteoporosis (34 postmen- 
opausal and 16 corticosteroid-induced), most 
of whom also had rheumatoid arthritis. 
Dianabol relieved bone pain, increased 
strength and vigor, and induced a sense of 
well-being in 41 (82 per cent) of these pa- 
tients. Edema, observed in 8 patients, was 
cleared in 4 by reduction of dosage; the re- 
maining 4 responded promptly to hydrochlor- 
othiazide. Gastric distress was noted in 2 
patients, slight hoarseness in 1 woman, and 
facial acne in 1 woman. Other investigators®. 
have shown that addition of Dianabol to the 
regimens of patients receiving corticosteroids 
improved nitrogen and potassium metabolism 
and reduced phosphorus and calcium losses. 
Reporting on 10 patients taking cortico- 
steroids, most of whom had corticosteroid- 
induced osteoporosis and/or myopathy, 
Abbott? states: “In the patients who showed 
a markedly negative nitrogen balance the 
administration of 10 mg. of Dianabol per day 
greatly reduced the protein deficit. In others 
who were eating well and taking smaller 
amounts of corticosteroids a positive nitro- 
gen balance resulted which increased with 
Dianabol.’’ Abbott notes that creatinuria, 
which occurred on corticosteroids alone, was 
increased by Dianabol, as it is by methyl- 
testosterone and the newer oral methyl- or 
ethyl-testosterone derivatives. However, he 
observes that the “significance of this creatin- 
uria is not known and no ill effects have been 
ascribed to this change.” While the finding 
of elevated serum aldolase levels raised the 
theoretical possibility of potentially deleteri- 
ous effects, Vignos et al® and Abbott? noted 
no androgenic or myopathic effects and no 
liver disorders in patients who took Dianabol 
and corticosteroids for up to 8 months. Kuzell 
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5. Tillis, H. H.: Clin, Med. 8:274 (Feb.) 1961. 6. Lockie, 
L. M.: J.A.M.A. 170:1063 (June 27) 1959. 7. Boland, E. W.: 
J.A.M.A. 150:1281 (Nov. 29) 1952. 8. Vignos, PB J., Jr., 
Abbott, W. E., Post, R. S., and Levy, S.: J. Lab. & Clin. 
Med. 56:954 (Dec.) 1960. 9. Abbott, W. E.: Research report 
to CIBA, 10. Misurale, F: Minerva med. 51:996 (March 21) 
1960. 


and Naugler! state it is their impression that 
Dianabol has checked weight loss following 
prolonged administration of triamcinolone in 
patients with rheumatoid arthritis. They add 
that, with Dianabol, protein patterns have 
migrated toward normal profiles, purpura 
consequent to corticosteroid administration 
has been lessened, and the erythrocyte sedi- 
mentation rate has been diminished. 


advantages of 
Dianabol over other 
anabolic agents as an 
adjunct in the 
treatment of arthritis 


= Dianabol has an exceptionally favorable 
anabolic/androgenic ratio. The anabolic ef- 
fects of Dianabol occur at dosages which 
generally preclude androgenic side reactions. 
In this respect, Dianabol has proved superior 
to 12 other anabolic compounds.!° Laboratory 
evidence also indicates that Dianabol has no 
estrogenic, progestational, or corticoid-like 
activity which might be clinically detrimental. 
s Dianabol is economical. Low in cost, 
Dianabol is especially suitable for arthritic pa- 
tients who usually require long-term therapy. 
= Dianabol is effective orally. Because it is an 
oral preparation, Dianabol spares patients the 
inconvenience and discomfort of parenteral 
drugs. 


Dianabol 


low-cost, oral anabolic agent 


an important new ally in 
the treatment of arthritis 


Other indications for Dianabol: 

« Underweight, debility and weakness 

- General physical weakness and cachexia due 
to chronic diseases 

« Retarded convalescence from illness, 
surgery, fractures, wounds, and burns 

For complete information about Dianabol (including 


dosage, cautions, and side effects), see 1961 Physicians’ 
Desk Reference or write CIBA, Summit, N. J. 
SUPPLIED: Tablets, 5 mg. 

(pink, scored); bottles of 100. Cc or Rs 
DIANABOL® (methandrostenolone CIBA) 


2/2954MB 


SUMMIT, NEW JERSEY 
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The authors suggest that the patients feel 
pain but cannot coordinate pain with pro- 
Like 
patients, they recognize what they feel but 


test on a cortical level. lobotomized 
cannot attribute it. 

The book 
thesis that psychotic patients generally do 
that 
there is an alternation between mental and 


re-examines and debates the 


not have psychosomatic illnesses or 
physical symptoms. A psychotic patient may 
lose his asthma, a rheumatoid patient im- 
proves during his psychosis, and an im- 
proved psychotic develops ulcerative colitis. 

The material is interestingly written and 
the publishers have provided a clear, read- 
able text. Institutional physicians and de- 
votees of psychosomatic medicine will like 


this book. 
FRANK ANKER, M.D. 


Oakland, California 


Psychological Techniques in Diagnosis 
and Evaluation 


THEODORE C. KAHN, Ph.D., and MARTIN B. GIFFEN, 
M.D., 1960. New York: Pergamon Press, Inc. 149 
pages. Illustrated. $6.50. 

Changes in a patient’s behavior may baffle, 
frustrate, and even alarm the physician, who 
asks himself, what causes these changes? Is 
this a mental illness, such as a manic-de- 
pressive psychosis or a chronic, low-grade 
schizophrenic process which has been latent 
until now? Or do these changes warn of a 
brain tumor, or a stroke, or a_ cerebral 
hemorrhage? 

For help with such questions, many physi- 
cians are turning to the clinical psychologist 
and his tests. Looking for such help, how- 
ever, doctors may find themselves on un- 
familiar ground; the use of this tool has 
not been greatly emphasized by the medical 
schools nor by those giving postgraduate 
courses. There is a general need, therefore, 
for orientation. 

Kahn 
They lead the physician through the maze 


standardizations, 


and Giffen offer such orientation. 


of norms, validities, and 
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reliabilities to an understanding of how to 
make the tests work for him. Because clini- 


cal psychologic tests are many and complex 
and because this book is short, they can 
treat none of the tests in detail. The reader 
cannot become familiar with any test nor 
expert in evaluating its results in a given 
patient. Nevertheless, concise 
style and language free of psychologist jar- 
gon, the authors provide the uninitiated phy- 
sician ways to get the most help from psy- 
chiatrists and psychologists in his clinic and 


with clear, 


hospital; they furnish the more sophisti- 
cated a useful review of the subject. What 
is more, the busy doctor who, in the past, 
has been confused and exasperated by es- 
oteric and high-flown psychologic writings 
that seem little related to his practical needs 
will be delighted by the authors’ restraint 
and pragmatism. 

Of some interest is the way they present 
their material. Instead of discussing each 
test one after the other like boxcars in an 
endless freight train, they take up major 
psychologic and psychiatric categories and 
show how pertinent tests are used to in- 
vestigate those categories. This literary de- 
vice underscores each test’s value to di- 
agnosis, and gives new insight into the 
nature of psychiatric disorders. 

It does seem, early in the book, that 
they rather oversell psychologic testing, be- 
labor the obvious, and scold psychologists 
more than we non-psychologists need hear 
nor care. Still, their candor in letting us in 
on the mysteries of psychologic tests, their 
users, and their limitations is disarming and 
confidence-inspiring, indeed. 

WILLIAM F. SHEELEY, M.D. 
Washington, D. C. 


Biology of Pyelonephritis 
EDWARD L. QUINN, M.D., and EDWARD H. KASS, 
M.D., editors, 1960. Boston: Little, Brown & Co. 696 
pages. Illustrated. $18.00. 
This book is a collection of papers and panel 
discussions presented at an International 
Symposium on Pyelonephritis, with partici- 
pants from many related fields. 

The subjects of pathogenesis, structure 
and function of the normal kidney, renal 

(Continued on page 52A) 
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maintains 


NORMAL 
SINUS 
RHYTHM... 


QUINAGLUTE 


DURA-TABS 


exclusive oral Sustained Medication* 
Quinidine Gluconate 5 gr. (0.33 Gm.) 


w CARDIAC ARRHYTHMIAS” 


Maximum efficacy: maintains effective quinidine blood levels all day, all night. Better 
tolerated: because quinidine gluconate is 10 times as soluble as the sulfate, and only 
part of daily Dura-Tab dosage contacts gastric mucosa. Maximum convenience: given 
q. 12 h.—no night dosage needed. : 


onQi2H. 
DOSAGE 


DOSAGE: for conversion of auricular fibrillation to normal sinus rhythm, in most cases, 2 Dura-Tabs 
3 or 4 times a day, for 2 to 3 days; longer periods are required in some patients. For maintenance, 
2 Dura-Tabs q. 12 h. in most patients... Bottles of 30, 100 and 250 Quinaglute Dura-Tabs. 


For SAMPLES and complete literature*-?° 

giving indications, cautions, etc., write PDR 
W Y N N PHARMACAL 

on CORPORATION page 821 


2,895,881 Lancaster Ave. at 51st St., Philadelphia, Pa. also available INJECTABLE QUINAGLUTE 
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asleep.¥ 
not drugged © 


For a night of deep, refreshing sleep and a lively awakening... Noludar 300... one capsule at 
bedtime promises 6 to 8 hours of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problem. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc « Nutley 10, New Jersey 
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MARGARINE 
scientifically formulated with 
pure liquid non-hydrogenated 
MAZOLA Corn Oil. 


U.S. Pat. No. 2,055,039 

















Mazoia Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and low in 


saturates—making it an ideal dietary adjunct in the man- “Lt 
agement of serum cholesterol. It contains 2 to 3 times as é 
much natural linoleic acid as any other margarine readily The average daily intake, two ounces or 56.8 Gm. 


available in grocery stores from coast to coast, and 5 to 8 <n eee eee, Sane 






















wae times as much as butter. It contains no dairy or animal a0 Ne be ee 
fats, no coconut oil, and no cholesterol. Saturated fatty acids 8 Gm. 
out MazoLa Margarine is indistinguishable from other eseed eemaeas ees me = 
ext quality margarines as to taste, aroma and handling Vitamin A 1870 USP units 
characteristics. Thus, it can be part of the regular diet —_ Vitamin 250 USP units 
for the whole family, including the hypercholesterolemic —°#l0ries -.. 415 
patient. The major ingredient in MAzoLa Margarine — Available in the refrigerator sections of grocery 


iqui | ee | stores in the same general price range as other 
liquid Mazota Corn Oil—is NOT hydrogenated, thereby Sremiein ebitty Wargarings, tn 14, pockigne Geer 


preserving its rich content of linoleates. Va Ib, sticks). 


Send for free booklet: 
“Recent Advances in the Dietary Control 
of Hypercholesterolemia.” 


at BEST FOODS : Division of Corn Products Co., NEW YORK 22, N. Y. 
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SEE THE ASTHMA ATTACK 


IN MINUTES...FOR HOURS... 
ORALLY 


ELIXOPHYLLIN 


RAPID RELIEF IN MINUTES — in 15 min- 
utes!”:3 mean theophylline blood levels are comparable to I. V. 
aminophylline—so that severe attacks have been terminated 
in 10 to 30 minutes.*\**>° 


SUSTAINED RELIEF FOR HOURS — After 
absorption theophylline is slowly eliminated during a 9-hour 
period,’ making possible t.i.d. "round-the-clock protection in 
chronic cases. Note: With Elixophyllin the patient can learn 
to abort an attack in its incipient stage. 


NO UNNEEDED SIDE EFFECTS — Since 
Elixophyllin does not need “auxiliaries,” it contains no ephed- 
rine—no barbiturate—no iodide—no steroid. Gastric distress 
is rarely encountered.>° 


Each tablespoonful (15 cc.) contains 
theophylline 80 mg. (equivalent to 
100 mg. aminophylline) in a hydro- 
alcoholic vehicle (alcohol 20%). 


ACUTE ATTACKS: 


single dose of 75 cc. for adults; 0.5 
cc. per Ib. of body weight for children. 


24 HOUR CONTROL: 


for adults 45 cc. doses before break- 
fast, at 3 P.M., and before retiring; 
after two days, 30 cc. doses. Children, 
first 6 doses 0.3 cc.—then 0.2 cc. 
per Ib. of body weight as above. 





800 cc. 


rt 14% 





$66 cc. 


27%, 


MINUTES 


5 15 


REFERENCES: 1. Kessler, F.: Connecticut M.J. 27:205 (March) 1957. 2. Schluger, J.; 
McGinn, J.T., and Hennessy, D.J.: Am. J. Med. Sci, 233:296 (March) 1957. 3. Kessler, F.: 
Med. Times (Oct.) 1959. 4. Burbank, B.; Schluger, J., and MeGinn, J.: Am. J. Med. ‘Sci. 
234:28 (July) 1957. 5. Spielman, A. D.: Ann. Allergy is: 270 (June) 1967.6, Greenbaum, 


J.: Ann. Alfergy (May-June) 1958. 7. Waxler, S.H., and Per JA: J 36 
(1950). 8. Bickerman, H.A., and Barach, AL, in ‘Modell, : Drugs of tagged idee 
1961, St. Louis, The C.V. Mosby Company, 1960, p. 516. 9. "Wiinelm, R.E., Conn, H.F.: in 
Current Therapy— 1961, Philadelphia, W.B. Saunders Company, p. 47. 
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If postcoronary management is 
of special interest to you, 
consider the demonstrated value 
of sublingual heparin .. . 


“In a controlled clinical study of 260 postcoronary 
patients, one-half were given sublingual heparin and 
one-half received conventional treatment. During 
the period of observation, averaging more than 2 
years per patient, there were 12 recurrent infarctions 
in the heparin-treated group and 38 in the control 


group. This difference is statistically significant.” 
Fuller, H. L.: Angiology 71:200 (June) 1960. 





Simple and safe for long-term therapy, Clarin* (sublingual heparin) effectively con- 
trols the prolonged postprandial lipemia associated with atherosclerosis by facilitating 
the normal physiologic breakdown of fats. Unlike parenteral heparin, the use of Clarin 
requires no clotting-time or prothrombin determinations. The antilipemic activity of 
each manufactured lot of tablets is confirmed by sublingual control tests in animals. 





Indication: For the management of hyperlipemia 
associated with atherosclerosis, especially in the 
postcoronary patient. Dosage: After each meal, 
hold one tablet under the tongue until dissolved. 


ee 
Supplied: Bottles of 50 pink, sublingual tablets, 
each containing 1500 I.U. heparin potassium. aa in 
An informative booklet, “Hyperlipemia, Heparin 


and Management of the Postcoronary Patient,” (sublingual heparin potassium, Leeming) 
is available from Thos. Leeming & Co., Inc., 


155 East 44th St., New York 17, N. Y. 
*Registered trade mark. Patent applied for. | 
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lesions, functional disturbance associated 
with pyelonephritis, microflora, relationship 
to hypertension, and treatment are covered 
in detail. There are many charts and tables 
and an extensive reference list. The entire 
book is oriented in the direction of the in- 
vestigator. 

The book is recommended reading for the 
physician who is regularly called upon to 
treat infections of the urinary tract. The 
frequency with which undiagnosed pyelone- 
phritis is found at autopsy and its relation- 
ship to other conditions, such as hyperten- 
sion, indicates that a more thorough under- 


standing of this disease is necessary. 


The reviewer, however, does not agree 
with the major author’s readiness to dis- 
card long-accepted indications for instru- 


mentation of the urinary tract for fear of 


introducing bacteria. Overemphasis of this 
fear may do more harm than the instru- 
ments. 

BRUCE E. LINDERHOLM, M.D. 


Minneapolis 


Diagnosis and Treatment of 

Vascular Disorders 

SAUL S. SAMUELS, M.D., editor, 1956. Baltimore: Wil- 
liams & Wilkins Co. 632 pages. Illustrated. $16.00. 
In this volume Dr. Samuels edits a series of 
contributions made by outstanding author- 
The 
well planned and presented, and the field 


ities on vascular diseases. material is 
of peripheral vascular disease well covered. 
The various contributions reflect, in general, 
interest in the clinical aspects of the prob- 
lem. Discussions of treatment, examination 
of the patient, and laboratory tests are satis- 
factory. Some of the illustrations could be 
better. 

Although nothing new is expressed, the 
volume does give an excellent and provoca- 
tive discourse on all phases of vascular dis- 
ease. It meets particularly the needs of those 
not disciplined in angiology. 

JOHN F. BRIGGS, M.D. 
St. Paul, Minnesota 
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Employment Opportunities in Later Years 


JAMES R. MORRIS, 1960. Burlingame, California: 
Foundation for Voluntary Welfare. 125 pages. $2.50. 
This well-written, paper-bound volume con- 
tains many ideas which can be of great 
value to the geriatrician. There is much on 
hiring practices affecting the older worker. 
Mr. Morris, who is senior economist with 
the American Enterprise Association and 
who for years has been an independent con- 
sultant and researcher, feels that both the 
unions and the employment managers of 
companies ought to make changes. This is a 
good book to show us what present day 
employment opportunities are for the aged 


worker. 
WALTER CG. ALVAREZ, M.D. 


Publications of Geriatric Interest 


Aging Highlights—periodical on state and 
local public welfare activities related to the 
elderly; available from Public 
Welfare Association’s Project on Aging. 


American 


Federal Programs for Housing the Elder- 
ly—up to date information on Housing Act 
of 1959; single copies available from Housing 
and Home Finance Agency regional offices 
or headquarters, Washington 25, D.C.; in 
quantity at $2.50 per 100 from Superintend- 
ent of Documents, United States Govern- 
ment Printing Office, Washington 25, D.C. 

Age Discrimination Prohibited in Private 
Employment under State Laws—a chart; free 
from Bureau of Labor Standards, United 
States Department of Labor, Washington 25, 
Dx; 

Legislation Relating to Employment of 
Older Workers—revision of state 
legislation published in Aging; free from 
Bureau of Labor Standards, United States 
Department of Labor, Washington 25, D.C. 
Forty Years—What You 
Should Know About It—abstract of proceed- 


data on 


Yeur Second 
ings of a community conference on aging; 
$1.00 a copy from North Shore Committee 
on the Older Adult, 620 Lincoln Ave., Win- 
netka, Illinois. 

A Gerontology Program—report from 
Adult Education Branch of the Los Angeles 
City Schools; free from Ann M. Barron, 
Ph.D., Gerontology Consultant, Belmont- 


(Continued on page 58A) 
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Kor the 


irritable 
. tract 


Milpath acts quickly to suppress hypermotility, 





J. 


hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 
®Miltown + anticholinergic 


()’ WALLACE LABORATORIES Cranbury, N. J. 
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Children: Adequate response has been observed in childre’ 
dosage schedules of 2.5 mg./day and 5 mg./day. Children over ae 
given adult doses. 

Precautions — Side effects with Anadrol have been minimal when ad 
ommended daily dosage range. In those few instances where masc 
been noted in adults or children, reversal has bee 
therapy. 

Although Anadrol exhibits only a slight androgenicity, 
tendency to favor sodium retention. For this reason, the d 
in patients with heart disease, 
Administration to children should not be c 
increased sensitivity to Masculinizing agen 
this drug should be discontinued. 
Contraindications — Anadrol is contraindicated in the Presence of ca 
tate and, because of changes which have been observed in he 
use with Anadro! at higher doses, it should be used with caution in 
hepatic damage. It is also contraindi i 
How supplied — Anadrol 2.5 mg. is supplied in bottles of 50 whi 


NEW PRODUCT BROCHURE AVAILABLE ON REQUEST. 
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reverses the wasting process— 
provides solid weight gain 


e Anadrol stimulates nitrogen 





ig Osteoporosis 
as methyltestosterone. 


e Anadrol (oxymetholone) is 
lower in virilization.* 


e Anadrol, because of minimal 
side effects, is ideally suited for 


e Anadrol is indicated for use in 
malnutrition and a wide range 
of catabolic disorders marked by 
a negative nitrogen balance. 

* As determined in man 
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Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 


proper balance: 


nutritionally : .metabolically «. 


mentally 





Each dry-filled capsule contains: Ethinyl Estradiol, 
0.01 mg. © Methyl Testosterone, 2.5 mg. © d-Am- 
phetamine Sulfate, 2.5 mg. * Vitamin A (Acetate), 
5,000 U.S.P. Units ¢ Vitamin D, 500 U.S.P. Units 
¢ Vitamin Bie with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit * Thiamine 
Mononitrate (Bi), 5 mg. ¢ Riboflavin (Be), 5 mg. 
¢ Niacinamide, 15 mg. * Pyridoxine HCl (Be), 0.5 
mg. * Calcium Pantothenate, 5 mg. * Choline Bitar- 
trate, 25 mg. * Inositol, 25 mg. * Ascorbic Acid (C) 


as Calcium Ascorbate, 50 mg. ¢ l-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Tocopheryl Acid 
Succinate), 10 Int. Units ¢ Rutin, 12.5 mg. ¢ Fer- 
rous Fumarate (Elemental iron, 10 mg.), 30.4 mg. 
¢ Iodine (as KI), 0.1 mg. ¢ Calcium (as CaHPOs), 
385 mg. * Phosphorus (as CaHPOs), 27 mg. * Fluorine 
(as CaF2), 0.1 mg. * Copper (as CuO), 1 mg. * 
Potassium (as K2eSO;s), 5 mg. * Manganese (as 
MnOeg), 1 mg. * Zine (as ZnO), 0.5 mg. * Magne- 
sium (MgO), 1 mg. Supply: Bottles of 100 and 1,000. 


Request complete information on indications, dosage, precautions and contraindi- 


cations from your Lederle representative 


or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York p> 
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acts directly on 

peripheral arterial walls... ~ 
produces gradual, 
sustained vasodilatation 
without disturbing 
hemodynamics 


CYCLOSPASMOL 


CYCLANDELATE 
in peripheral vascular disease 


Cyclospasmol is more effective in the treatment of 
arteriosclerosis obliterans and for the relief of inter- 
mittent claudication than sympatholytic and adren- 
ergic blocking agents, because it acts directly on the 
arterial musculature. 

m@ does not produce tachycardia, syncope or hypo- 
tension—may be used with safety in most patients 
having cerebral and coronary vascular diseases. 


m dilates the deeper arteries as well as the superficial 
vessels to improve blood flow to the extremities. 


™@ orally effective; produces a gradually increasing , 
vasodilatation—aids in the healing of trophic leg 
ulcers. 

Dosage: Usual dosage is two tablets (200 mg.) four 
times daily. Dosage range is from one to three tablets, 
q.i.d. Continued therapy and individualized dosage, 
depending upon response, is necessary for maximum 
effectiveness. Supply: 100 mg. tablets, bottles of 100. 


References: 1. Council on Drugs, New and Nonofficial Drugs, 
J.A.M.A. 170:1670, 1959. 2. Leslie, Robert E.: Effects of Cyclan- 
delate (Cyclospasmol®) In Treatment of Circulatory Disturbances, 
Tex. J. Med. 56:352-356, 1960. 3. Popkin, R. J.: Combined 
Vasodilator Therapy in Peripheral Vascular Diseases, J. Am. 
Geriatrics Soc. VIII: 638-643, 1960. 4. Van Wijk, T. W.: Angiology 
4:103, 1953. 5. Gillhespy, R. O.: Brit. M. J. 2:1543, 1957. 6. Gil- 
Ihespy, R. O.: Angiology 7:27, 1956. 


Professional literature and samples available on request 
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Metropolitan Adult School, 1575 W. 2nd St., 
Los Angeles 26. 

Report of the Middle Mississippi Valley 
Regional Conference on Aging—$1.00 a copy 
from National Committee on Aging, 345 E. 
46th St., New York 17. 

Comparison of Current Health Insurance 
Proposals for Older Persons—chart prepared 
by Subcommittee on Problems of the Aged 
and Aging of Senate Committee on Labor 
and Public Welfare; available from Super- 
intendent of Documents, United States Gov- 
ernment Printing Office, Washington 25, 
D.C. 

Vocational Rehabilitation of Handicapped 
Homemakers—a list of films, publications, 
and exhibits; available from Home Econom- 
ics Research Center, University of Connecti- 
cut, Storrs. 

Facing Older Age in Bremer County—life 
among the aged in an agricultural commu- 
nity; available at $.50 a copy from the 
Public Relations Office, Wartburg College, 
Waverly, Iowa. 

Cost of Operating Nursing Homes and 
Related Facilities—report of 36 studies in 
proprietary, nonprofit, and public institu- 
tions; available at $.20 a copy from the 
Superintendent of Documents, United States 
Government Printing Office, Washington, 
D.C. 

A Guide to Community Services for Senior 
Citizens—free from the Welfare Council of 
Metropolitan Chicago, 123 W. Madison, Chi- 
cago 2, upon receipt of stamped, addressed 
envelope. 

Services for the Older Blind—free to pro- 
fessional workers from Mrs. Florence C. 
Starr, Director, Social Service Department, 
New York Guild for the Jewish Blind, 1880 
Broadway, New York City 23. 

Comparative Job Performance by Age: 
Office Workers—Bulletin No. 1273 of the 
Bureau of Labor Statistics; available at $.30 
a copy from the Superintendent of Docu- 
ments, Washington 25, D.C.; the BLS Pro- 
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ductivity Division has a limited number of 
free copies available for which requests 
must be made on organizational letterheads. 


Economic Security for the Aged in the 
United States and Canada—summary of a 
report prepared for the Canadian Govern- 
ment by Dr. Robert M. Clark; available at 
$1.50 a copy from the Canadian Welfare 
Council, 55 Parkdale Ave., Ottawa 3, On- 
tario; discounts on 12 or more copies. 


The Changing Problems of the Aged—an 
essay describing the progressive modern con- 
cept of institutional care for the elderly; 
published in booklet form by the Jewish 
Center for Aged, St. Louis, Missouri. 


Aging—Public Welfare’s Role—a descrip- 
tion of the social service needs of older peo- 
ple and the role of public welfare in meeting 
those needs; issued by the American Public 
Welfare Association. 


Senior Citizens in the Church and Com- 
munity—the third edition; enlarged to in- 
clude the most recent information on films, 
literature, and programs; issued by the In- 
stitute of Gerontology and the School of 
Religion of the State University of Iowa. 


Basic Readings in Social Security—twenty- 
fifth anniversary edition; comprises 1,640 
references to the significant books, pam- 
phlets, articles, and periodical sources on the 
Social Security Act and the programs ad- 
ministered under the Act, in particular, 
“Old-Age Assistance,” “Services to the 
Aging,” and “Old-Age, Survivors, and Dis- 
ability Insurance”; available through the 
United States Government Printing Office, 
Washington. 

Existing and Proposed Low-Income Hous- 
ing for the Elderly Families in Ohio—state- 
wide survey prepared for the Governor's 
Commission on Aging; single copies free 
from the Commission on Aging, 408 E. 
Town St., Columbus 15. 


Report of a Work Conference on Nursing 
in Long-Term Chronic Disease and Aging— 
summary of meetings sponsored by Teach- 
ers College of Columbia University and 
Public Health Service Chronic Disease Pro- 
gram; $1.00 a copy from the National 
League for Nursing, 10 Columbus Circle, 
New York 19. 
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SHORTENS THE HEALING TIME... 


OF DECUBITUS AND 
VARICOSE ULCERS 
IN AGED PATIENTS 






>: aa 
Before application of A and D Ointment—Treatment- 
resistant varicose ulcer in elderly obese patient. 





After five weeks of daily treatment. with A and D 
Ointment —Ulcer completely healed. 


A and D OINTMENT 








completely safe, highly effective—heals, soothes and protects / A and D Ointment pro- 





motes granulation and epithelization in ulcers, burns, bedsores and wounds. In eczemas, dry skin 
and detergent dermatitis, it instantly provides soothing relief... lasting protection. / A and D 
Ointment.is eminently safe—may be applied liberally to even the most delicate tissues. It will not 
stain the skin or wash away in body secretions. Prevents dressings from sticking to wounds and 
is easily laundered from clothing. / Available in 142 or 4 oz. tubes; 1 or 5 Ib. jars. Also available: 


A and D Ointment with Prednisolone, in 10 and 25 gm. tubes. fa 
WHITE LABORATORIES, INC. / KENILWORTH, NEW JERSEY 
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...and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic’* effects of 


DECAGESIC. DECAGESIC helps restore normal function by relieving pain and discomfort, suppressing inflammation... and 


often adds a sense of well-being and renewed strength. DECAGESIC combines the benefits of DECADRON® and aspirin with 


aluminum hydroxide to provide increased efficacy with a lower incidence of side effects. 


Jecagesic:, 


dexamethasone with aspirin and aluminum hydroxide 


FOR CONSERVATIVE MANAGEMENT 
OF MUSCULOSKELETAL SYNDROMES 


Indications: Mild to moderate inflammatory, rheumatic and musculoskeletal disorders, and conditions 
in which the conjunctive use of steroid and salicylate is indicated. 

Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should be 
observed. Before prescribing or administering Decacesic, the physician should consult the detailed 
inf on use ac ing the package or available on request. 





Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DECADRON dexamethasone, 500 mg. of 
aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present as the dried gel). 

*The term “‘antidoloritic’’ has been coined by Merck Sharp & Dohme to describe an agent designed 
to allay pain associated with inflammation — dolor = pain, itic = associated with inflammation. 
DEcacesic and DEcADRON are trademarks of Merck & Co., Inc. 


& MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 
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How to help your patient stick to a 


diabetic diet 


The secret ingredient in a successful diet is acceptance. 
A diabetic diet that contains measured amounts of a 
variety of popular foods is sure to win the cooperation 
of the patient. Bouillon or soup might start the meal. 
Broiled chops, chowder, stews, even spaghetti and meat 
balls can be adapted as tempting main dishes in a 
diabetic diet. Sugar-free preserves, water-packed fruits 
and sorbitol ice cream make delicious stand-ins for 
sweets. Raw vegetables make good party nibbling. 


Appetizing foods are good reason to stay on a diet. 


United States Brewers Association, Inc. 
For reprints of this and 11 other diet menus, 
write us at 535 Fifth Avenue, N. Y.17,N. Y. 








~~” 
A glass of 
beer can add 

zest toa 
patient's diet. 


Carbohydrate 9.4 Gm; 
Protein 0.8 Gm; Fat, 0 Gm; 
Calories 104/8 oz. glass 
(Average of American Beers) 
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Comfort for Your Varicose Patients 


Kendrick designed elastic stockings help your patients to a more 
active and comfortable life by offering proper support for 
varicose veins or other leg disorders. 


There is a Kendrick stocking designed to provide the correct 
support for the mildest to the most severe cases. Kendrick elastic 
stockings are available in one and two-way stretch models, in 
sheer nylon and sturdy cotton, in varying degrees of compression 
from extra light to heavy, in proportioned lengths to the groin. 


LIVE RUBBER is essential to provide the resilience and com- 
pression necessary for adequate vein support at all times... all 
Kendrick stockings are made with LIVE RUBBER. 

Your local Kendrick Surgical Supply Dealer is trained in meas- 
uring and fitting supports to your recommendations. 

Prescribe KENDRICK — over 100 years experience in manu- 


facturing Elastic Stockings and Elastic Supports for all parts of 
the body. 


JAMES R. KENDRICK COMPANY, INC. 
Philadelphia 44, Pa. New York 16, N. Y. 


Kendrick 
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Hygroton’ 


brand of chlorthalidone 


in hypertension and edema, 
longer in action 
smoother in effect 





Longer action! provides smooth, evenly-sustained therapeutic effect.2 m Potent 
antihypertensive properties facilitate effective treatment of hypertension, frequently 
without auxiliary agents.? m Safeguards against significant potassium loss.’ @ Inten- 
sity of saluretic action enables liberalization of dietary salt restriction.? m Simplified 
dosage schedule affords economy of maintenance on just 3 doses per week.? 


References: 1. Ford, R. V.: Current Therap. Research 2:347, 1960. 2. Fuchs, M., and others: Current Therap. Research 

2:11, 1960. 3. Ford, R. V.: Connecticut Med. 24:704-707, (Nov.) 1960. 4. Ford, R. V.: Texas State J. Med. 56:343, 1960. 

Detailed literature available on request. 

Hygroton®, brand of chlorthalidone, is available as white, single-scored tablets of 100 mg. G s 
HY573-61 y 


Geigy Pharmaceuticals, Division of Geigy Chemical Corporation, Ardsley, New York 
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Metamine 


(troinitrate phosphate, Leeming, 10 mg.) 


Sustained 





in 
coronary 
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you 
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In pharmacologic studies 
at Pasteur Institute and 
McGill University, the 
vasodilator activity of 
trolnitrate phosphate 
(Metamine) was found to 
be equal or superior to 
that of nitroglycerin, and 
of much longer duration.’* 


In coronary insufficiency, 
one MeTAmINE SusTAINeD 
tablet q. 12 h. markedly 
reduces the number and 
severity of anginal attacks 
and increases exercise 
tolerance, with virtual 
freedom from nitrate 
side effects and less 
danger of a forgotten 
dose.** Bottles of 50 and 
500 tablets. 


New York 17, N. Y. 


1, Bovet, D., and Nitti-Bovet, F.: Arch. 
Internat. de pharmacodyn. et therap. 
83:367, 1946. 2. Melville, K.I., and Lu, 
F.C.; Canad. MAJ. 65:11, 1951. 3. 
Fuller, H.L. and Kassel, L.E.: Antibiotic 
Med. & Clin. Therapy 3:322, 1956. 4. 
Eisfelder, H.W. et al.: J. Am. Geriatrics 
Soc. 8:62, 1960. 


1 tablet all day 





1 tablet all night 
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The family 
physician, 

the community, 
and the aged 


WILLIAM F. SHEELEY, M.D. 
WASHINGTON, D. C. 


Mental and physical deterioration 
are not inexorable concomitants of 
the aging process and may be 
caused by widespread misconcep- 
tions about aging. Suitable man- 
agement of aged persons can be 
provided by a community treat- 
ment complex of general hospital, 
nursing homes, and social agencies. 
To work within the complex and to 
combat irrational public attitudes, 
physicians need postgraduate edu- 
cation emphasizing psychiatric as- 
pects of aging. 


WILLIAM F. SHEELEY is chief of the 
American Psychiatric Association Gen- 
eral Practitioner Education Project. 
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Wj Perhaps we are mistaken in seeing 
the problem posed by our older people 
as primarily one of numbers—numbers 
of persons who will have to be support- 
ed in their helpless dotage. Because we 
have assumed that people over 65 must 
surely disintegrate mentally and physi- 
cally and therefore become dependent 
socially and economically, we have as- 
pired to do little more than provide for 
their creature needs—more and more 
beds in state mental hospitals, in old 
folks’ homes, and in other custodial es- 
tablishments. 

However, many physicians are begin- 
ning to ask with greater insistence 
whether the high dependensy, morbidi- 
ty, and mortality among our older peo- 
ple are inevitable concomitants of ad- 
vancing age; whether people are being 
forced prematurely to abandon econom- 
ically useful activity, social relations 
with their fellow men, and _participa- 
tion in community affairs; whether 
many old people’s nutritional and de- 
generative disorders could not be allevi- 
ated or even obviated; and whether 
community disinterest in the old person 
does not more often cause depression 
and confusion than does senile brain 
change. 

If these doubters are right—if we can 
correct and avoid many of the accepted 
attributes of old age—then solving the 
problem of properly managing the old 
person is not simple at all. Solutions 
will require complex and coordinated 
social action, such as programs to change 
community attitudes toward the aged 
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and to provide economic, social, medi- 


cal, and psychiatric assistance. 


Current ideas about aging 


Let us examine a few instances of the 
current attitudes, policies, and practices 
that students of the aging process are 
beginning to question: . 

Public attitude may accelerate aging. 
One important attitude is our pessimis- 
tic view of the elderly person, which 
may favor his desuetude and death. 
Thinking we can do little more than 
house him, we seek to house him cheap- 
ly among large aggregations of older 
people. We are sending more old people 
to state mental hospitals that may have 
a daily census of more than 10,000. 
Swallowed up by these hundreds and 
thousands, the aged person soon loses 
his remaining sense of personal identity. 
The result is mental confusion, poor ap- 
petite, nutritional disorders, dehydra- 
tion, and electrolyte disturbances; the 
aged person sickens and takes to his 
bed, circulatory embarrassment and 
pneumonia develop, and he dies. Ob- 
viously, some older people have psychi- 
atric illness, and these people can bene- 
fit as much as younger ones from active 
psychiatric therapy. 

The old person sent, not to a state 
hospital, but to a good nursing home is 
more apt to preserve a sense of identity, 
but even there he faces an assumption 
of inexorability. Those who care for him 
assume he will leave only by dying. Such 
loss of future encourages in the old per- 
son feelings of rejection, hopelessness, 
and depression. Still another old per- 
son, kept at home, may find himself in 
a hostile family amid a custodial, wait- 
ing-for-death atmosphere. 

The elderly person who escapes state 
hospital, rest home, and hostile family 
may still be discouraged from active par- 
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ticipation in the community. When he 
tries to get a new job performing tasks 
at which he is skilled, he is told that he 
is too old to be hired; when he already 
has such a job, he is told on some an- 
niversary of his birth that he must re- 
tire. Both employers and labor union 
leaders try to lower the retirement age. 

The community gives little more so- 
cially than economically. For social 
stimulation, the old person must look 
to others quite as on the shelf and 
stripped of prestige as he. Denying him 
all social participation, the community 
may send him to a distant monastic re- 
treat that is pleasant and serene but 
very dull and enervating. 

Physicians are unrealistically pessimis- 
tic. Too often, the family physician 
shares the general pessimism. When he 
sees a bedridden, incontinent, confused, 
slightly feverish person, he rarely sets as 
his therapeutic goal the restoration of 
this man to his part-time job in the can- 
ning factory or the return of this woman 
to caring for her husband and home. He 
considers these phenomena of senility 
the endpoint of an irreversible physical 
disintegration. 

This medical pessimism may explain 
the relatively limited enthusiasm for 
practice or research in geriatrics and 
gerontology. Enthusiasm has been grow- 
ing lately, although the responsibility 
for treating disorders of old age is often 
scattered among all the branches and 
subbranches of medicine, where it often 
gets short shrift. A specialist tends to- 
ward greater interest in younger persons, 
since disorders in older people affect 
such a variety of organ systems that he 
cannot extricate those of peculiar inter- 
est to his specialty. 

Research into the causes and nature 
of aging tends to be as fragmented and 
sketchy as the therapy. Although an old 
age project is under way here and there, 
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a national study program of broad scope 
commensurate with the problem just 
does not exist. Behind the lethargy and 
inactivity lies the question: “Is it worth- 
while to invest a lot of thought, energy, 
resources, and money in people who are 
soon to be dead?” 


Fallacy of the inexorable aging process 

What evidence supports the more op- 
timistic, if somewhat unsettling, pre- 
sumption that many babbling persons 
can be restored to a measure of social use- 
fulness, personal clarity, and happiness? 

Independent people age more slowly. 
It is frequently observed that old per- 
sons who refuse to become excessively 
dependent and instead live self-suffi- 
ciently seem to retain their physical and 
mental vigor longer than their less ag- 
gressive contemporaries. True, the 
cause-effect relationship may be quite 
the opposite: some oldsters may stay ac- 
tive longer because they luckily have 
good physical and mental health. 

This is a proper question for scien- 
tific investigation. Until we have con- 
trary evidence, however, we can accept 
the hypothesis that people who remain 
active in a gratifying and socially useful 
way are able to maintain adequate men- 
tal and_ physical 


” 


“tone.” Physicians 
themselves, for instance, frequently con- 
tinue in active medical: practice well 
into their 70s or 80s. People in other 
occupations not having obligatory re- 
tirement, as in 
often make 


professional . writing, 
useful social contributions 
far beyond age 65. Titian painted when 
well past 90 despite fingers so crippled 
he had to tie the brush to his wrist. 
Those forced to retire from gainful 
work, but who are able to find a de- 
manding and rewarding avocation, 
often live on with happy vigor long 
after their former co-workers have fall- 
en into atrophic heaps by the fire. The 
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housewife who must bustle to meet the 
demands of a retired husband often sur- 
vives him by many years. 

Physical disorders are often reversible. 
It has long been known that older peo- 
ple are more susceptible than younger 
ones to injury and disease and tend to 
be more prostrated by these traumata, 
and that they recover more slowly. The 
mentally clear old man who is forced 
by a minor surgical procedure to lie 
quietly in bed for a few days may suf- 
fer far-reaching neurologic effects be- 
cause of attendant slowing of cerebral 
blood flow, general dehydration, and 
electrolyte imbalance. Another old man 
with little memory loss or orientation 
difficulty in the comparatively simple en- 
vironment of his home town may be- 
come quite confused and forgetful dur- 
ing a visit to a married daughter who 
lives near the busy avenue of a large 
city. In the old widow living alone, who 
is not inspired to prepare tasty and nu- 
tritious meals, alarming degrees of nu- 
tritional anemia, deficiencies of impor- 
tant elements of the blood chemistry, 
and other sequelae of dietary defect may 
develop insidiously. 

What has not been so widely known, 
however, is that although these condi- 
tions occur quickly and subside slowly, 
they often can be largely reversed by 
comprehensive diagnosis and thorough 
treatment. The physician’s exquisitely 
detailed diagnostic study will uncover 
a plethora of small and correctible dis- 
crepancies. The individual discrepan- 
cies may not be particularly exciting 
and,.in a younger person, they might 
properly be ignored. In the older per- 
son, however, each must be carefully 
and painstakingly corrected so far as 
possible. One makes therapeutic prog- 
ress, then, on a broad front of many 
little manipulations rather than in a 
dramatic breakthrough. 
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Psychiatric illness is often reversible. 
Psychiatric disorders associated with old 
age show a similar gratifying reversibili- 
ty even with massive brain damage. Al- 
though most people have considered the 
symptoms of senility—the short memory 
span, disorientation, difficulties with ab- 
stract thinking, and so on—to be the 
direct result of brain damage, neurolo- 
gists and others have also seen that the 
severity of symptoms may correlate very 
little with the amount of brain damage 
found at autopsy. Thus, the spry old 
person, clear-headed until the final 
coma, may have many areas of brain 
damage, whereas the doddering old per- 
son may have a surprisingly intact brain. 
Here, too, questions are raised that will 
be confidently answered only after much 
research has been completed. Failure to 
correlate amount of behavior change 
with quantity of brain damage may be 
unimportant. The quality of brain dam- 
age, or the effect on neurophysiologic 
processes in the affected area, may really 
determine behavioral disturbance. 

Even if foci of brain damage do pro- 
duce specific psychiatric symptoms, how- 
ever, we cannot gainsay the effect of the 
psychosocial environment on the old 
person. We must look beyond brain 
damage to explain fully the causes of 
the senile syndrome, and we must use 
both somatic and psychosocial therapies 
to treat it. For example, the greatly in- 
creased incidence of suicide during the 
sixth, seventh, and eighth decades of 
life reflects the increasing prevalence of 
depression; such depression is so com- 
mon that we risk taking it for granted 
and therefore either failing entirely to 
note it or correct it. 

Depression can be treated, however, 
by a holistic approach that exploits so- 
cial, psychologic, and somatic thera- 
pies. Often, the physician needs to do 
little more than encourage his aged pa- 


324 








tient from visit to visit and to ask him 
for a brief listing of his current prob- 
lems and emotional reactions to them. 
Other times, he may also ask a _psychi- 
atrist to give electroshock or antidepres- 
sant drug therapies. Further, he may 
ease much of the painful anxiety of old 
age by giving low doses of ataractic and 
other psychiatric drugs. And, of course, 
the family physician can help to create 
more healthful psychologic and social 
attitudes within the old person himself 
and among members of his family and 
community. All these maneuvers can re- 
verse the psychiatric disorder progres- 
sively crippling the patient. 


Application of new principles 


These general and abstract principles 
can be applied in many possible ways. 

Physician leads acceptance of old per- 
son. If families can be shown how to 
bring the older person pleasantly into 
many family activities, while respecting 
his need for privacy and their own, they 
can enrich their lives and his and free 
themselves of the feeling of unfulfilled 
obligation so often stultifying to such 
relationships. The old person’s econom- 
ic contribution to the family can range 
from household chores, such as_baby- 
sitting and housework, to part-time jobs 
in the community to help pay the rent. 

Clubs and churches can profitably use 
the old person’s skills, experience and 
judgment, and available leisure time. 
By calling upon him for help, they give 
him a sense of being needed and also 
free younger members for other club 
duties. Older people can be used even 
more than they are as volunteer work- 
ers in state mental hospitals and for 
fund-raising drives of charitable organ- 
izations and institutions. To assist com- 
munity projects, old persons can make 
satisfying contributions that range from 
giving advice based on their profession- 
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al or civic experience to implementing 
selected aspects of community policies. 

An economic rehabilitation program 
for old people can have many values. 
The physician can encourage study of 
the over-all job requirements of the com- 
munity. Perhaps he can induce the state 
department of vocational rehabilitation 
to list part-time jobs and other relative- 
ly low-demand jobs which are either 
not being performed or are being per- 
formed by younger persons having great- 
er economic usefulness in more demand- 
ing work. Once such jobs are found, it 
may be necessary to convince employers 
that an overage person can profitably 
and safely fill them. Employer liability 
laws may have to be modified and ap- 
propriate waivers of responsibility pro- 
vided. One may have to assuage the ap- 
prehension of labor unions, which fear 
hiring old people will cause unemploy- 
ment of younger heads of families. 
When these obstacles have been over- 
come, a job-placement service—a sort of 
employment agency for older people— 
can be created to fit man and job to 
one another. 

Physicians de-emphasize state hospital- 
ization. Physicians should help 
move the primary locale of therapy for 
somatically ill and confused oldsters 
from the state mental hospital into the 
home community. The state mental hos- 
pital is not ideal for managing aged per- 
sons who are not psychiatrically ill. For 
one thing, their economy-ridden budgets 
are much too low to provide bedfast 
patients with the vital treatment so ex- 
pensive in professional time and in med- 
ical supplies and equipment. State hos- 
pitals have far too little staff to do the 
medical and nursing job properly; these 
staff shortages include not only doctors 


also 


and nurses but also nurses aides, jani- 
tors, and laundry personnel. Further- 
more, because of overcrowding, ward 
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units produce a mélange of wandering 
people and a feeling of confusion and 
formlessness. Such a shifting milieu is 
most unsuitable for the old patient. 

A community complex for geriatric 
problems. Suitable management of the 
aged person can be provided by a com- 
plex of general hospital, nursing homes, 
and community social agencies. The 
basic units of such a complex are (1) a 
geriatric ward or at least a geriatric 
service in a local general hospital, (2) 
rest and nursing homes, and (3) com- 
munity social agencies with departments 
or offices staffed to deal with problems 
of old people. Among them, these 3 
units provide (1) definitive and com- 
prehensive diagnostic and _ therapeutic 
care for the very sick old person, (2) 
convalescent care and temporary haven 
for the less debilitated patient, and (3) 
social and economic assistance for the 
physically able person needing to effect 
better relations with his family, clubs, 
and community and to reestablish him- 
self economically. Naturally, the com- 
ponent units of this complex must func- 
tion in a tight system of coordination 
and collaboration. 

Under such a system, a given patient 
might be brought into the geriatric 
service of the general hospital in a state 
of profound physical debilitation and 
mental disintegration. A corrective med- 
ical, including psychiatric, regimen 
would be quickly started after complete 
diagnostic study and recommendation 
by several specialist-consultants. After re- 
covering somewhat, he would be moved 
to a nursing home but seen at appro- 
priate intervals by the hospital staff ei- 
ther in the home or in the hospital's 
clinic. On the one or two occasions when 
his condition worsened, he would be re- 
turned temporarily to the hospital. 

Finally, 


having achieved enduring 


mental and physical improvement, he 
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would be moved to a rest home. There 


he would be interviewed by a member 
of the vocational rehabilitation agency 
to determine his job interests and capa- 
bilities; family problems arising from 
his illness would be worked out with 
the assistance of community social agen- 
cies. 

About this time, he would find a 
job giving considerable economic self- 
sufficiency. After meeting in the rest 
home and enjoying the company of a 
man with similar physical and economic 
conditions, he might move with the 
other man into living arrangements 
suitable to their age and incomes. A so- 
cial agency would help them find their 
new home and continue to provide the 
minimal supervision necessary to safe- 
guard them in case of misadventure. 

This story perhaps idealizes the results 
such a management complex might 
achieve, but the principles involved are 
nonetheless hard-headed and_ practical. 
If patients in rest and nursing homes 
had close medical supervision to detect 
disorders early, had prompt hospitaliza- 
tion and as much treatment as possible 
in the nursing home, not only human 
lives but a good deal of money would be 
saved. Furthermore, even patients who 
never recover sufficiently to move out of 
the nursing home would see others go 
home and profit from the morale-build- 
ing hope that they themselves might one 
day move on into the community. 

The hospital can operate geriatric 
clinics both for patients in rest and nurs- 
ing homes and for those who might be 
prevented by the clinic from ever need- 
ing such domiciliary care. To treat these 
patients, clinics can exploit the support 
afforded by sister medical, surgical, and 
psychiatric clinics. ‘They can also be 
closely associated with the state hospital 
system. The broad and standard operat- 
ing policies of such connections with the 
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state hospital should be worked out at 
the outset by negotiation with the state 
mental health program director. 

Once these policies have been formu- 
lated, conditions of closest possible col- 
laboration should be established be- 
tween staffs of the respective clinic and 
state hospital. The clinic can function 
both as a screen to prevent avoidable 
commitment to the state hospital and as 
a follow-up care facility to reduce the 
number of readmissions. Finally, the 
clinic can have close ties not only with 
the state hospital system but also with all 
community social agencies concerned 
with welfare of the elderly. Potentially, 
clinics and social agencies can provide 
great mutual assistance. 

Gerontology requires more emphasis 
in medical schools. Meanwhile, the fam- 
ily physician can encourage medical 
schools to place greater emphasis at both 
undergraduate and graduate levels on 
the care of aged people. Perhaps this 
emphasis could be accomplished if every 
department of the medical school would 
stress optimistic treatment of the older 
patient. Interspecialty collaboration 
would underscore the interrelated way 
in which many concurrent organ system 
disorders occur. Several departments to- 
gether could point out the hazards to 
which old people are susceptible, the 
important danger signals, and the cor- 
rective measures to be taken. 

Postgraduate education increases skill 
of practicing physicians. Education in 
treating older persons should not stop 
at the graduate level, however; great po- 
tential value lies in the postgraduate ed- 
ucation of the practicing physician—the 
general practitioner, the internist, the 
surgeon, the psychiatrist—whose job is 
made easier and more successful when 
he applies sophisticated medical man- 
agement technics to the older patient. 
One problem is that comparatively few 
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postgraduate courses are being specifi- 
cally offered to increase the physician’s 
skill in geriatrics. Although some useful 
information is given in the occasional 
lecture in a multisubject seminar or sci- 
entific meeting, the number and dura- 
tion of these courses could be consid- 
erably expanded. Also, some courses 
should be devoted exclusively to geron- 
tology and geriatrics. 


Education in psychiatric gerontology 
As a psychiatrist, I am perhaps especial- 
ly sensitive to the need for courses in 
what might be called psychiatric geron- 
tology, because I believe many of the 
deficiencies in management arise in part 
from unfamiliarity with psychiatric prin- 
ciples. Since the problem of geriatric 
care is so comprehensive and requires 
such a broad approach, it may well be 
that the family physician with psychi- 
atric understanding is best suited to as- 
sume primary responsibility for these 
older patients. He would, of course, 
have close consultive support of such 
specialists as the psychiatrist. The psy- 
chiatrist is responsible for transmitting 
to him the understanding and skill re- 
quired for effective management of emo- 
tional problems among the elderly. 
Medical organizations sponsor 
postgraduate education. Medical organ- 
izations in every state are responsible 
for seeing that postgraduate psychiatric 
training is offered to nonpsychiatrist 
physicians. Among these organizations 
are (1) mental health committees of 
state and local medical societies, (2) 
district branches of the American Psy- 
chiatric Association, (3) mental health 
committees of state and local units of 
the American Academy of General Prac- 
tice, (4) departments of psychiatry in 


can 


medical schools and teaching hospitals, 
(5) state departments or divisions of 
mental health and appurtenant state 
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hospitals, and (6) other public and pri- 
vate mental hospitals. 

This incomplete list illustrates poten- 
the interested 
physician can turn for training. In many 


tial resources to which 


parts of the country, two or more state 
and local organizations unite to plan 
and present psychiatric Al- 
though these courses usually are con- 
cerned with psychiatric problems affect- 
ing both young and old persons, their 
faculties constitute a cadre about which 
to assemble other courses on psychiatric 
management of the older person. 

Family physicians admit geriatric pa- 
tients to psychiatric wards. After par- 
ticipating in such a psychiatric course— 
or perhaps as a less desirable substitute 
for participation—the — physician 
can get direct psychiatric consultation 
as he manages selected psychiatric prob- 
lems among the aged. In a few places 
in the United States and Canada, an 
idea which has excited some interest is 
being tried tentatively: nonpsychiatrist 
physicians are admitting their patients 
to the psychiatric wards of general hos- 
pitals and are then continuing to exer- 
cise a measure of responsibility for their 
care. The amount of responsibility is 
determined from time to time by repeat- 
ed conferences between the attending 
physician and the chief of the psychiat- 
ric service. Such responsibility is based 
on the severity and nature of the pa- 
tient’s psychiatric disorder and on the 
physician’s level of psychiatric experi- 
ence and competence. Obviously, the 
physician who has participated in 
courses offered by the psychiatric staff 
and has worked with the staff will be 
better known to them and therefore be 
given greater amounts of responsibility. 
This arrangement expands available 
psychiatric care in the hospital on the 
one hand and enhances the psychiatric 
skills of staff physicians on the other. 


courses. 


such 
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diseases of 
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Although symptoms and signs of 
pathologic conditions of the leg 
caused by peripheral vascular dis- 
eases are the same for the elderly 
as for the younger patient, compli- 
cations and prognostic implications 
may be more serious in older peo- 
ple and thus may alter the physi- 
cian’s therapeutic approach to the 
problem. 
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MM Pathologic conditions of the leg due 
to peripheral vascular diseases are en- 
countered more frequently among older 
than among younger people primarily 
because of the increased incidence of 
atherosclerosis with advancing age. A 
greater prevalence of malignant neopla- 
sia and degenerative diseases of the ar- 
teries and other structures in the leg 
also contributes to the increased inci- 
dence. 

The symptoms and signs of these con- 
ditions do not differ significantly in the 
two age groups, but the complications 
and prognostic implications may _ be 
more serious in older people and thus 
may alter the physician’s therapeutic ap- 
proach to the problem. For example, in 
older patients, ulcers of the lower part 
of the leg resulting from chronic venous 
insufficiency are likely to be associated 
with chronic occlusive arterial disease, 
and the attendant ischemia of the tis- 
sues may greatly retard healing. Pro- 
longed rest in bed, often desirable treat- 
ment for this condition, may cause fur- 
ther physical and mental deterioration 
in the senescent patient, so that judi- 
cious ambulation may be wise. Older 
persons sometimes have a negligent and 
an indifferent attitude toward diet, and 
malnutrition and negative nitrogen bal- 
ance may contribute to delayed healing. 
Moreover, special care, patience, and 
sympathetic understanding will be nec- 
essary if certain mental and emotional 
infirmities peculiar to the geriatric age 
group have developed. 

A comprehensive review of every pe- 
ripheral vascular disease in which the 
leg may be involved primarily or sec- 
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ondarily is beyond the scope of this pa- 
per. Only the more common vascular 
diseases of the legs, especially as they 
apply to the older patient, will be men- 
tioned and an approach to their clinical 
diagnosis will be presented. 


Diagnosis 

A physician usually is consulted by the 
patient with vascular disease of the legs 
because of (1) pain or discomfort in 
the legs, (2) cutaneous necrosis, or (3) 
edema of the legs. A detailed history 
and a thorough physical examination 
lead to accurate diagnosis in most cases. 
Such special procedures as angiography 
and plethysmography, studies of skin 
temperature, and the response of the ar- 
terial system to sympathetic ganglionic 
blockade may be useful in determining 
the best therapy but are rarely neces- 
sary for clinical diagnosis. 

Significant vascular disease of the 
lower extremities may be diagnosed be- 
fore the onset of symptoms, however, by 
routine determination of pulsations of 
the peripheral arteries at every examina- 
tion. The examination should include 
palpation of the radial and ulnar pulses 
at the wrists, the carotid pulses in the 
neck, and the abdominal aorta, as well 
as the femoral, popliteal, dorsalis pedis, 
and posterior tibial pulses in the lower 
extremities. Attention to possible bruits 
over the larger of these arteries may 
lead to the discovery of a nonobstructing 
atheromatous plaque. Absence or sig- 
nificant reduction of pulsations in any of 
these arteries except the dorsalis pedis 
or, possibly, the posterior tibial arteries 
indicates significant occlusive arterial 
disease. Reduction or absence of the 
dorsalis pedis or posterior tibial pulses, 
if bilaterally symmetrical, may not sig- 
nify organic occlusive arterial disease 
because, according to Silverman,! the 
dorsalis pedis pulse may be absent in up 
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to 15 per cent of normal people and 
the posterior tibial pulse may be absent 
in up to 8 per cent. 

A knowledge of preexisting reduction 
absence of arterial pulses in the legs 
is of inestimable significance when the 
physician is evaluating patients having 
recent onset of pain in the legs. An er- 
roneous diagnosis of acute arterial oc- 
clusion often can be avoided if the pre- 
vious presence of asymptomatic arterio- 
sclerosis obliterans is known. 


or 


—< 


Although occlusive arterial disease in 
the elderly patient is usually due to ar- 
teriosclerosis obliterans, other possible 
causes of arterial occlusion must be con- 
sidered, particularly when occlusion de- 
velops suddenly. Acute arterial occlu- 
sions may be thrombotic or embolic in 
origin or, rarely, may result from a dis- 
secting hematoma (dissecting aneu- 
rysm) in the arterial wall. The throm- 
botic occlusive process in an elderly pa- 
tient often occurs in an artery that has 
been partially occluded by an athero- 
sclerotic plaque. Such a plaque also may 
cause acute arterial occlusion when 
there is distal embolization of a plaque 
which has become dislodged from the 
intimal surface of an artery. Emboliza- 
tion of a mural thrombus from the left 
ventricle secondary to myocardial in- 
farction must be considered carefully 
when acute arterial occlusion is evalu- 
ated in an elderly patient. 


Pain or discomfort in the leg 

Vascular pain or discomfort in the legs 
of older people, as previously men- 
tioned, is commonly due to occlusive 
arterial disease. If the first symptoms 
occur after the patient is 60 years of 
age, the disease is almost always arterio- 
sclerosis obliterans. The following differ- 
ent types of pain or discomfort in the 
legs may be associated with occlusive ar- 
terial disease. 
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Intermittent claudication. Relief from 
this muscular distress brought on by ex- 
ercise occurs rather promptly after rest- 
ing the affected group of muscles. It is 
not necessary to stop bearing weight on 
the extremity or to change its position 
to obtain relief. Intermittent 
tion may affect the arch of the foot, the 
calf, thigh, hip, or buttock; or the mus- 
cles of the lower part of the back. The 
affected muscles usually are distal to the 
site of arterial obstruction.? Intermittent 
claudication is pathognomonic of occlu- 


claudica- 


sive arterial disease. In general, because 
of the reduced physical activities of old- 
er people, this symptom is not so severe 
a handicap as it is for patients under 
60. An older person who is retired from 
his job and has sedentary hobbies may 
not have occasion to walk uninterrupt- 
edly the distance necessary to produce 
claudication. The lives of few older peo- 
ple are greatly altered by intermittent 
claudication alone. 

Pain is not the only expression of in- 
termittent claudication. Tiredness, par- 
esthesia, heaviness, incoordination, in- 
ability to move the legs, and a sensation of 
fullness in the extremity during exercise 
are symptoms variously described by pa- 
tients. The elderly patient with arterio- 
sclerosis obliterans is more likely to com- 
plain of weakness than of pain.* 

Rest pain. 
type of pain may develop in patients 


A particularly agonizing 


with severe ischemia of the legs and feet 
caused by occlusive arterial disease. Se- 
vere, unrelenting, general pain below 
the knees and particularly in the feet 
comes on suddenly or gradually, depend- 
ing upon the development of the occlu- 
sive process and the integrity of the col- 
lateral circulation. Usually the pain is 
most severe at night and is made worse 
the 
The patient soon learns that placing 


by elevating involved extremity. 


the foot and leg in a dependent posi- 
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tion sometimes affords temporary reliel 
from the pain. If severe ischemia persists 
for several weeks, the patient may be- 
gaunt and weak from lack of 
sleep; he may smoke cigaret after cigaret 
through the interminable night, sitting 
on the edge of his bed, holding and rub- 
bing the painful foot with his hand. Is- 
chemic rest pain often subsides slowly 
unless the arterial circulation can be 


come 


greatly improved. 

Ischemic neuropathy. A distinctly dif- 
ferent type of pain often accompanies 
ischemic rest pain and may occur alone 
as a manifestation of severe ischemia. A 
jabbing, shooting, cutting type of pain 
extending from some poorly defined re- 
gion in the leg to the foot and one or 
several toes is characteristic of ischemic 
neuropathy. This condition is a mani- 
festation of severe impairment of the ar- 
terial circulation to one or more of the 
larger nerve trunks of the legs. 

Occlusive arterial disease which inter- 
feres with circulation enough to produce 
ischemic rest pain or ischemic neurop- 
athy invariably will be manifested by 
abnormalities of the leg detectable on 
physical examination. Absence or signifi- 
cant reduction of the arterial pulsations 
almost always is present in patients with 
ischemic pain unless only the digital ar- 
tery or the plantar arch is occluded—a 
rare circumstance. The involved extrem- 
ity is cool and, if the arterial occlusion 
occurred suddenly, is pale. A chronically 
ischemic leg or foot is persistently red 
or cyanotic. Multiple petechiae are fre- 
quently on the dorsum of the foot. Vary- 
ing degrees of hypesthesia, or even com- 
plete anesthesia, are present, particular- 
ly when there has been sudden impair- 
ment of the arterial circulation. Sen- 
sory loss is distributed over the “stocking” 
area and does not conform to any nerve 
or nerve-root distribution. Motor weak- 
ness roughly parallels the degree of hyp- 
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esthesia and, when present, is most nota- 
ble in the distal part of the limb and 
usually involves the toes. 

Atrophy of ischemic tissue occurs in 
proportion to the degree and duration 
of the ischemia. With severe, prolonged 
ischemia, the skin becomes thin and 
shiny. Hair disappears from the dorsal 
sides of the toes and the dorsum of the 
foot. ‘The nails grow slowly and may ap- 
pear lifeless and thick. Atrophy of the 
musculature may result in a smaller cir- 
cumference of the lower extremity. 
Muscle atrophy is less obvious in the 
foot and toes owing to the proportion- 
ately smaller muscle mass. 

Cutaneous necrosis. Ischemic ulcers of 
the skin generally are extremely painful. 
The pain is often localized to the lim- 
ited area of cutaneous necrosis but at 
times may extend widely to involve the 
adjacent viable skin. It often merges 
with rest pain and pain of ischemic neu- 
ropathy. In the presence of severe ar- 
terial occlusion, separation of these vari- 
ous components of pain may be difficult 
or impossible. Gangrenous and pregan- 
grenous lesions secondary to occlusive 
arterial disease are particularly painful 
during development. As demarcation 
occurs, pain usually lessens, and, with 
mummification of the part, complete re- 
lief may occur. 

In several situations, ulcers of the legs 
and feet may be minimally painful. Im- 
pairment of pain sensation is common to 
all these conditions. Ischemic-appearing, 
deep, punched-out ulcers on the great 
toe or plantar surface of the foot may 
occur in patients with diabetic neurop- 
athy, the so-called neurotrophic ulcer. 
These ulcers may or may not be asso- 
ciated with arteriosclerosis obliterans. 
Patients with coexisting occlusive arteri- 
al disease and lumbar radicular lesions 
or peripheral neuritis also may have 
painless ischemic ulcers. 
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Osteoporosis. The patient who has re- 
covered from an episode of severe is- 
chemia of the lower extremity, who has 
become free from ischemic rest pain and 
ischemic neuropathy, and who either 
has healed ischemic ulcerations or has 
avoided such lesions entirely may not 
be able to resume normal ambulation 
without experiencing another type of 
pain. As weightbearing on the ischemic 
limb is resumed, extreme pain may ap- 
pear. The pain can be attributed to os- 
teoporosis of the foot, which develops as 
a result of disuse and ischemia. Recog- 
nition of this type of pain is important 
in order to prevent unnecessarily pro- 
longed rest in bed. 


Pain in the legs due to conditions other 
than occlusive arterial disease 


Many varied conditions may produce 
pain or discomfort in the legs which 
superficially resembles the pain from oc- 
clusive arterial disease. ‘These conditions 
include spinal cord tumors, lumbar 
plexus lesions, lumbar radicular lesions, 
peripheral neuropathy, plantar neuro- 
mas, gout, osteoarthritis, march frac- 
tures, and metatarsalgia.* Differentia- 
tion of pain caused by primary arterial 
disease from that caused by these condi- 
tions usually is not difficult when the re- 
sults of vascular examination are nor- 
mal. More difficulty may be encountered 
when occlusive arterial disease coexists 
with any of these disorders. 

Two conditions which are likely to 
appear in elderly patients and which are 
often confused with primary vascular 
disease are nocturnal leg cramps and the 
so-called restless leg syndrome. Many pa- 
tients with these disorders assume that 
they have significant vascular disease, 
but such is infrequently the case. 

Nocturnal leg cramps probably are 
confused most often with intermittent 
claudication, possibly because the calf is 
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most commonly involved. The relation- 
ship of distress in the calf to activity of 
the legs, however, is distinctly different. 
Intermittent claudication occurs only 
during sustained exercise of the leg mus- 
cles and is relieved by rest; nocturnal 
leg cramps occur only during rest and 
are relieved by activity of the legs, usu- 
ally with weightbearing. A ‘systemic or 
local disorder rarely is related to noc- 
turnal leg cramps, although they have 
occurred more frequently in patients 
with rheumatoid arthritis.’ If nocturnal 
leg cramps are severe and occur regu- 
larly, quinine sulfate or Benadryl taken 
at bedtime often gives symptomatic re- 
lief. 

The restless leg syndrome is described 
frequently by patients in terms of pain 
and discomfort of the legs. A more accu- 
rate description is inability to maintain 
the legs quietly in a comfortable posi- 
tion for an extended time. Various types 
of paresthesia may occur, characterized 
by their appearance only when the legs 
are at rest and by relief with movement.® 
This symptom is often more severe in 
elderly patients, though it may appear 
in the middle or early years. Patients 
tend to be anxious and tense, but the 
cause of this disorder is not completely 
understood. Occurrence coincident with 
significant occlusive arterial disease is in- 
frequent, although many patients attrib- 
ute the symptoms of the restless leg syn- 
drome to poor circulation. Sedation and 
reassurance may be helpful. 

Vascular diseases other than occlusive 
arterial disease which occur more often 
in the elderly produce little actual pain 
in the legs. Chronic venous insufficiency 
without stasis ulceration may produce a 
sense of heaviness in the involved leg 
but rarely causes real pain. Characteris- 
tically, elevation of the leg brings 
prompt relief and dependency aggra- 
vates the distress. Adequate elastic sup- 
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port of the leg relieves the distress from 
chronic venous insufficiency when pa- 
tients are upright and ambulatory. 

Acute thrombophlebitis involving the 
iliofemoral vein may be attended by 
pain throughout the leg, although ex- 
treme pain is rare. Thrombophlebitis of 
the sural veins may be manifested by 
pain in the calf aggravated by weight- 
bearing. 

Lymphedema, even with considerable 
swelling of one or both legs, produces 
only such discomfort as occurs with a 
heavy extremity. Pain with acute lym- 
phangitis is mild and overshadowed by 
systemic symptoms. associated with the 
infection. 


Cutaneous necrosis of 
circulatory origin 
Leg ulcers caused by vascular disease are 
an important cause of morbidity in eld- 
erly patients. Prolonged rest and relative 
immobilization are often necessary to 
bring about healing. The healing capa- 
bilities of the skin of the lower part of 
the leg are among the poorest in the 
body because of a relatively poor vascu- 
lar supply. This fact, in conjunction 
with the generally reduced healing prop- 
erties of the skin in old age, is the rea- 
son why healing of leg ulcers, regardless 
of cause, is delayed in older people. 
Poor general nutrition with a negative 
nitrogen balance, mentioned previously, 
may further retard healing of the ulcers. 

Several specific types of ulcers of the 
leg must be considered. As in any age 
group, ischemic ulcers and stasis ulcers 
are most common. Of particular note in 
elderly patients are hypertensive ischem- 
ic ulcers, malignant ulcers, and ulcers 
resulting from combined arterial and 
venous disease. 

Ischemic ulcers. Ischemic ulcers in 
older patients almost always result from 
arteriosclerosis obliterans. The associa- 
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tion of diabetes mellitus predisposes to 
ischemic ulcers and further retardation 
of healing. The location of ischemic ul- 
cers is variable but is often in the skin 
overlying the tibia, the heels, the toes, 
or the malleoli. Too often, ischemic ul- 
cers develop at the site of minor trauma. 
Too much emphasis cannot be placed 
on advising and instructing elderly pa- 
tients with occlusive arterial disease in 
the prophylactic care of their feet to 
prevent injury and subsequent ulcera- 
tion. An estimated 50 per cent of the 
ischemic ulcers which develop in_pa- 
tients with arteriosclerosis could be pre- 
vented with diligent prophylactic care of 
the feet. 

Frequently, ischemic ulcers are infect- 
ed, and healing is thereby retarded. 
Control of the infection is always the 
first step toward healing. Ischemic ul- 
cers tend to heal slowly, and the time 
required often is measured in weeks 
rather than days. 

Stasis ulcers. These ulcers are second- 
ary to chronic venous insufficiency 
which, in turn, complicates varicose 
veins or originates with thrombophlebi- 
tis involving the major deep venous sys- 
tem of the leg. Varicose veins may or 
may not be a significant factor in the 
individual case. Pure stasis ulcers in the 
elderly patient are commonly of long 
duration and are typically associated 
with the other manifestations of chronic 
venous insufficiency—namely, stasis pig- 
mentation, edema of the legs, stasis der- 
matitis, and indurated cellulitis. 

The most common location for stasis 
ulcers is the lower part of the leg above 
the medial malleolus. However, when 
the lesser saphenous vein is incompe- 
tent, a stasis ulcer may be located above 
the lateral malleolus. In severe cases, a 
stasis ulcer may girdle the leg above the 
ankle. 

In contrast to the pale, anemic-ap- 
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pearing, uncomplicated ischemic ulcer, 
the stasis ulcer appears moist, shallow, 
and plethoric. Stasis ulcers of long dura- 
tion are among the largest leg ulcers 
which may be expected to heal with 
proper treatment. Pure stasis ulcers com- 
monly heal rapidly with conservative 
medical treatment. In contrast to is- 
chemic ulcers, stasis ulcers generally are 
associated with only mild pain. 

Combined ulcers. The association of 
chronic venous insufficiency with arteri- 
osclerosis obliterans of varying severity is 
common among elderly patients; of par- 
ticular importance in such patients are 
ulcers of the leg caused by a combina- 
tion of stasis and ischemia. These ulcers 
usually have clinical features common 
to both stasis and ischemic ulcers. Occa- 
sionally, however, the diagnosis becomes 
apparent only when an ulcer that ini- 
tially is thought to be a stasis ulcer heals 
unusually slowly. 

Ulcers associated with senility. Occa- 
sionally, patients in the eighth decade 
of life or beyond have relatively mild ar- 
teriosclerosis obliterans and yet have ul- 
cers of the leg which heal slowly. The 
skin of such persons is thin and atrophic. 
Probably, this combination of senescent 
skin and mildly reduced arterial blood 
supply is entirely responsible for this 
type of ulcer, although, in the individual 
case, the physician should give considera- 
tion to the associated nutritional or vi- 
tamin deficiency. 

Malignant ulcers. In elderly persons, 
nonhealing ulcers of the leg must be 
considered potential sites of malignant 
disease regardless of the apparent initial 
etiology of the ulcer. Malignant ulcers 
may not offer good clues to their pres- 
ence other than their failure to heal. 
Biopsy of a specimen from the margin 
of a malignant ulcer will provide the 
correct diagnosis. 

Hypertensive ischemic ulcers. Ulcers 
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caused by arteriolar occlusive disease 
must be considered in the differential 
diagnosis of ischemic ulcers in elderly 
persons, particularly in women with hy- 
pertension of long duration.’ Hyperten- 
sive ischemic ulcers usually are located 
on the posterior or lateral surfaces of 
the lower leg but can occur also on the 
medial surface. These lesions usually ap- 
pear first as red-purple papules, which 
may change slowly to hemorrhagic blebs 
before formation of ischemic-appearing 
ulcers. The lesions may be multiple and 
there is often intense pain. 

The diagnosis of hypertensive ischem- 
ic ulcer can be made readily in the typi- 
cal case and in cases in which there is 
no associated venous or arterial occlu- 
sive disease to confuse the clinical pic- 
ture. Healing of such ulcers, even when 
the lesions are small and uncomplicated, 
may be prolonged and occasionally re- 
quires more than a year. The diastolic 
hypertension present in these patients 
ranges from mild to severe. 


Edema caused by peripheral 
vascular disease 
It is particularly helpful in determining 
the underlying cause of edema of the 
legs to take note of the acuteness or 
chronicity of the edema. A relatively 
sudden onset of edema implies possible 
serious systemic disorder complicated by 
venous or lymphatic obstruction. 
Thrombophlebitis. Acute thrombo- 
phlebitis in an elderly person may be 
evidence of visceral malignant disease. 
Carcinoma of the pancreas, lung, colon, 
stomach, breast, or 
sometimes complicated by thrombophle- 


ovary, prostate is 
bitis.8 Thrombophlebitis may involve su- 
perficial veins or deep veins and it may be 
recurrent and progressive despite what, 
in other circumstances, would be con- 
sidered adequate anticoagulant therapy. 
Venous obstruction secondary to throm- 
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bophlebitis in patients with visceral ma- 
lignant disease may be extremely severe. 
Gangrene of the lower extremity caused 
by venous obstruction, although rare, oc- 
curs particularly among patients with 
this condition.® 

Edema of the leg from thrombophle- 
bitis involving the deep venous system 
usually is diagnosed without difficulty. 
Associated physical findings are tender- 
ness and fullness of the calf with phle- 
bitis of the sural veins; and tenderness 
in the popliteal space, over the femoral 
vein in the thigh, and at Scarpa’s tri- 
angle with iliofemoral phlebitis. An in- 
crease in the superficial venous pattern is 
discernible when the deep venous system 
is significantly obstructed. 

Chronic venous insufficiency. Edema 
caused by chronic venous insufficiency is 
often attended by multiple abnormali- 
ties resulting from venous stasis which 
were mentioned previously in the dis- 
cussion of stasis ulcers. Chronic venous 
insufficiency cannot be excluded, how- 
ever, when stasis pigmentation, stasis 
dermatitis, indurated cellulitis, and sta- 
sis ulcers are absent. Occasionally, a pa- 
tient with edema of the legs caused by 
chronic venous insufficiency does not 
have varicose veins or a history indicat- 
ing deep thrombophlebitis of the legs. 
The chronic venous insuff- 
ciency characteristically subsides rapidly 


edema of 


with elevation of the legs. 

Lymphedema. Lymphedema in elder- 
ly persons implies a strong possibility of 
neoplastic disease with secondary lym- 
phatic obstruction. Lymphedema of rel- 
atively sudden onset may resemble ede- 
ma from thrombophlebitis, but the lack 
of tenderness and of a prominent super- 
ficial venous pattern usually makes dif- 
ferentiation possible. Carcinoma of the 
prostate with regional metastasis and ob- 
struction of lymphatics should be sought 
when lymphedema develops in the leg 
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of an elderly man. Other neoplastic dis- 
eases which often produce lymphedema 
of the legs are lymphomas and lympho- 
sarcomas located in the abdomen and 
retroperitoneal spaces. 

Lymphedema of long duration, wheth- 
er resulting from obstruction or lym- 
phangiectasis with lymph stasis, will be 
manifested by abnormalities of the leg 
in addition to the edema. Thickening 
and induration of the skin of the ex- 
tremity with associated squaring or 
blunting of the toes offer additional sup- 
port for the diagnosis of chronic lym- 
phedema. 

Orthostatic edema. Orthostatic or de- 
pendent edema deserves special men- 
tion. The normal leg that is inactive 
and dependent often has an accumula- 
tion of fluid because of increased hydro- 
static pressure. Prolonged sitting with 
the feet dependent is common for many 
elderly persons. Recognition of ortho- 
static edema is important to avoid mak- 


of blood to the ischemic foci. 
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ing an incorrect diagnosis of significant 
lymphatic or venous obstruction or car- 
diac or renal disease. Orthostatic edema 
responds to treatment with thiazide di- 
uretics and to adequate elastic support 
of the leg. The patient should be en- 
couraged to walk. 
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INTRAVENOUS ADMINISTRATION of hyaluronidase significantly reduces the 
water content within the infarcted myocardium. Reduction of extra- 
cellular water in the damaged area by use of intravenous hyaluroni- 
dase may prevent compression of collateral vessels and enhance flow 


Thirty-six dogs were used in a study of the water content of injured 
myocardial areas and the alterations that administration of hyaluroni- 
dase may produce. Five hours after ligation of the circumflex ramus of 
the left coronary artery, mean water content of the ischemic area in 
untreated animals was 3.71 per cent higher than that of areas of intact 
myocardium. Mean water content, however, of the infarcted areas in 
animals receiving hyaluronidase immediately after occlusion was only 
1.09 per cent higher than that of the intact myocardium. 


J. M. DE OLIVEIRA and M. N. LEvy: Effects of hyaluronidase upon the water content 
of ischemic myocardium, Am, Heart J. 60: 106-109, 1960. 
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A profile 
of the 
aging: U.S.A. 


JAMES W. WIGGINS, Ph.D., 
and HELMUT SCHOECK, Ph.D. 
ATLANTA 


Present stereotypes of the aged are 
inaccurate. The typical person over 
65 years of age reports his health 
as good or fair, is in as good or bet- 
ter financial condition than before 
retirement, has substantial assets, 
has frequent contact with his chil- 
dren, has a religious affiliation, and 
strenuously maintains his inde- 
pendence. This new concept of the 
aged has implications for research 
and for policy decisions. 


JAMES W. WIGGINS is professor of sociol- 
ogy at Emory University, Atlanta, 
Georgia. HELMUT SCHOECK is associate 
professor, Department of Sociology and 
Anthropology, Emory University, 
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@§ This paper is a preliminary and par- 
tial report of a study, which has been 
in progress for approximately one year, 
of the noninstitutionalized aging in the 
United States. Various additional analy- 
ses of the data will require another year. 

The primary objective of the study 
was to describe accurately the “normal” 
aging population. It is commonly recog- 
nized that present knowledge of the 
aging in the United States is derived 
from studies of essentially “captive” 
aging persons, such as those who are in 
hospitals or chronically dependent. Pre- 
occupation with the deviant is under- 
standable in psychologic terms, particu- 
larly in view of the function of certain 
helping professions. Nevertheless, as Dr. 
Irving Lorge pointed out, 

- much of the accepted data about old 
people . . . (were) gathered in institutions 
and hospitals. As a result they reflect the 
conditions of a limited group in late stages 
of deterioration and illness. An entirely dif- 
ferent picture would be obtained by study- 
ing the whole aged population of today, 
which includes many who are healthy, well- 
adjusted, and employed.* 

It is one thing for a physician or so- 
cial worker to identify and treat the mal- 
adies of a patient or client, but it is a dif- 
ferent thing for a social scientist to gen- 
eralize from these unfortunates to a 
population group of some 16,000,000. 
The tendency to generalize from psychi- 
atric patients to the total population, as 
did Sigmund Freud, or to generalize 
from the sexually verbose to the total 
population, as did Dr. Kinsey, is under- 
standable but hardly defensible. 

Such generalizations, often without in- 
tent, produce caricatures—distortions by 
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exaggeration with grotesque effects. Re- 
garding the aging, such comments as the 
following are not unusual: 

All but 5 to 13 per cent of Dade County 


(Miami, Florida) citizens over 65 had financial 
problems when serious illness ocurred.? 


. . . the medical bills of the aged can be met 
only by spreading them to the rest of the com- 
munity.® 


- more than half of the old people in this 
country are not covered [by health insurance] 
... And no amount of sloganeering about social- 
ized medicine . . . can answer the anxiety in the 
eyes of elderly Americans whose health and 
money begin running out at the same time .. 


Many aged persons skimp on necessary food 
and medical services because of their anxiety to 
provide some form of “disaster” hospital in- 
surance. Almost 60 per cent of the 16,000,000 
persons over 65 in this country have money in- 
comes of less than $20 a week, including their 
Social Security pensions.® 


As a result of rapid urbanization, several mil- 
lions of individuals find themselves in their later 
years attempting to live on limited resources, 
bereft of any specific and well defined status. Al- 
though they have not been completely removed 
from family ties, these ties are greatly weakened.® 


Health is the major problem of the aged .. . 
Persons 65 and older use more than twice as 
much hospital care as those under 65, but about 
65 per cent of the aged do not have hospital 
insurance.‘ 

The caricature is implicitly reinforced 
in the excellent volume by Donald J. 
Bogue, The Population of the United 
States.8 Even the careful reader may fail 
to see the honest disclaimer, while not- 
ing that all persons 65 years of age or 
older are classified as dependents.® It is 
relevant here to note that Bogue’s de- 
pendent category is composed of the 
aging and children. There is nothing 
novel, of course, in stereotyping the aged 
as childlike; Shakespeare, in As You 
Like It, said that the “Last scene of 
all, that ends this strange eventful his- 
tory, is second childishness and mere 
oblivion, .. .” Actually, Bogue does not 
share the concept of the aging as cari- 
catured. The more-or-less standard prac- 
tice of assuming dependency and child- 
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ishness has inadvertently filtered 
through in this section of his volume. 

In contrast to the caricature, the pres- 
ent study is an attempt to produce a 
profile—an accurate and balanced _por- 
trayal of the outline of a category—in 
which, of course, some detail may be 
lost. 

In the present paper, certain modal 
characteristics, as determined by the 
most frequent responses to a given ques- 
tion, of our sample of the aging are em- 
phasized. Variations from the mode will 
be treated in forthcoming publications. 


Method 


Interviews were conducted with 1,492 
persons 65 years of age or older. Re- 
spondents were found through the use of 
modified area or probability sampling, 
using 78 areas. The sample was stratified 
by sex, socioeconomic level derived from 
occupational distribution, residence cat- 
egory, and geographic division. Unfor- 
tunately, budgetary limitations made it 
impossible to include an adequate sam- 
ple of nonwhite respondents in the pres- 
ent study. However, nonwhite persons 
over 65 represent only 6.8 per cent of 
the total aged population. 

The study is subject to the usual un- 
certainties of sampling procedures, but 
the procedures reported here meet the 
basic criterion: Each person in the uni- 
verse from which the sample was taken 
had an equal chance to be included in 
the sample. 

The characteristics of the population 
aged 55 and over in 1950 were applied 
to the most recent estimates of popula- 
tion by age, sex, and geographic divi- 
sion in the United States Bureau of the 
Census’ Current Population Reports, 
Population Estimates, Series P-25. As 
shown in the table, the sample is in 
close agreement with the Bureau of Cen- 
sus’ estimates of age distribution, marital 
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Age Distribution, Marital 
Status, and Religious Preference 





TABLE | of Profile Sample as Compared 
with U.S. Census Estimate 
of 1957 
Profile sample Census estimate 
(per cent) (per cent) 
Age Distribution 
65-69 34.5 373 
70-74 26.5 28.0 
75-79 22.3 19.3 
80-84 Te Bt 9.8 
85 and over 4.3 3 
Marital Status 
Married 54.0 51.9 
Divorced 3.0 LD 
Widowed 35.4 38.1 
Single 6.4 Wz. 
Separated 0.4 1.3 
Religious Preference 
Protestant 74.5 67.9 
Catholic 19.0 ee A 
Jewish 4.7 3.7 


Other 17 les 


status, and religious preference. Com- 
parisons with relevant findings of other 
studies also show a close similarity. 

The authors do not claim, and could 
not support a claim, that the present 
study is the first to focus on the “nor- 
mal” aging population. Studies of the 
health situation of the aged directed by 
Ethel Shanas of the National Opinion 
Research Center current, compre- 
hensive, and balanced. Some of her find- 


are 


ings were made available to Mortimer 
Spiegelman, whose Ensuring Medical 
Care for the 
model of careful, realistic analysis with- 


Aged furnishes a new 


out special pleading.® 
Ten years ago, Kingsley Davis and 


Jerry W. Combs, Jr., warned: 


The statistics of the future should not be 
used to spread alarm. If medical science succeeds 
in expanding the duration of life in the upper 
ages, it will probably do so by slowing down the 
process of aging. It will alter the existing relation 
between organic age and chronological age, so 
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that people many years old will be organically 
younger than such people now are. Such a de- 
velopment would not only free us from the 
specter of mass senility pictured by Swift for 
the immortal Struldbrugs, but would make the 
“problem” of the aged less enormous than their 
increasing proportion of the population now 
seems to imply. (italics added) 


It is believed, however, that in range of 
inquiry, timeliness, and coverage of the 
major life areas of the population over 
65 years of age, the present study is un- 
usual. 

The interview covered aspects of (1) 
health, medical needs, insurance, and at- 
titudes; (2) economic situation, income, 
net worth, and planning for retirement 
income; (3) occupational retirement 
and attitudes; (4) religious affiliations, 
attitudes, and needs; (5) associational 
activities and informal friendship pat- 
terns and preferences; and (6) mar- 
riage, family, and kinship patterns. Iden- 
tification and classification of the re- 
spondent data concluded the process. 
The preliminary data presented here 
are based on national totals for 35 items 
included in the schedule. 


Health and medical care 


Our sample shows that the aging popu- 
lation of the United States enjoys a high 
level of health. Of all respondents, 90 
per cent said they were in either good 
or fair health. Two-thirds declared 
themselves in good health, and only 10 
per cent said they were in poor health. 
Some of those who described their 
health as ‘fair’ might as well have said 
“good,” and vice versa. 

The respondents’ statements about 
their good health are supported by the 
concluding observations written by the 
interviewer at the end of the schedule. 
From those summary remarks, a profile 
of the aging emerges that shows them to 
be generally healthy and cheerful. Most 
appear to be self-reliant and disdainful 
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of efforts to single them out for special 
consideration. 

During the four weeks preceding the 
interview, two-thirds of our respondents 
had neither seen nor talked with a doc- 
tor in regard to their health and only 7 
per cent had needed household help; 28 
per cent were planning to see a doctor 
during the two weeks after the inter- 
view. 

Almost 80 per cent of the aging in our 
sample had never been told that they 
might have certain medical and other 
needs at their present age which they 
did not have when they were younger. 

When we asked the respondents, “Do 
you have any medical needs now that 
are not being taken care of?”, 92 per 
cent said, “No.” However, the reasons 
given for unfilled medical needs by the 
remaining 8 per cent varied. Financial 
reasons were least important. Some re- 
spondents stated that, although a certain 
operation or artificial aid, such as 
glasses, false teeth, or hearing equip- 
ment, had been recommended, another 
doctor or a friend had advised against it 
as being not worth the risk or trouble. 

This picture of a generally healthy 
and well-cared-for aging population in 
the United States is fully supported by 
the economic data. Only 3.6 per cent of 
all respondents in our sample had spent 
over $100 on medical care for them- 
selves or their spouses during the month 
preceding the interview. In fact, of the 
96.4 per cent who reported expenditures 
for medicine and medical care below 
$100, the majority had either no ex- 
penses or costs of only a few dollars; 
| per cent of our sample reported med- 
ical expenses in excess of $500. 

How would the modal aged person 
cope with a medical emergency? To re- 
ceive an answer to that question, the 
interviewer had to phrase his question 
with regard to the social class of the re- 
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spondent. He asked, “Suppose you had 
a large medical bill and had no medical 
insurance. How would you pay the bill?” 
In the case of the lower-class respondent, 
a bill of $1,000 was specified; for middle- 
class people, the amount was $2,000; 
and for the upper-class person, the hy- 
pothetical bill was $5,000. These 
amounts for “large medical bills,” inci- 
dentally, were set much higher than in 
any previous survey of this kind known 
to the authors. Dr. Shanas, for instance, 
studied the meeting of medical costs up 
to $500. 

Combining the responses from all 3 
social classes, 42 per cent of our respond- 
ents would use cash or a check to pay 
the bill, 11 per cent would mortgage 
their homes, and 15 per cent would use 
cash value of insurance or sell stocks and 
bonds. Fewer than one-third of the re- 
spondents gave other ways of paying 
such a large bill. Thus, we can say that 
the modal aging person in the United 
States can cope with a large medical bill 
by conventional and personal means. It 
should be noted that the question spe- 
cifically inquired about the method of 
payment in the absence of medical in- 
surance. However, 64 per cent of our 
respondents had insurance for medical 
purposes. 

Ninety-six per cent of the respondents 
reported no medical debts. Exactly the 
same percentage of the population 65 
and over was found free of medical debts 
by Peter O. Steiner and Robert Dorf- 
man (The Economic Status of the Aged, 
Berkeley: University of California Press, 
1957, p. 145). 


Economic and retirement statuses 


The modal annual cash income report- 
ed was between $2,000 and $3,000. Half 
of the respondents reported incomes in 
excess of $2,000 per year, and 1 out of 20 
reported more than $10,000 annual in- 
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come. One interviewer was uncertain of 
the applicable socioeconomic category 
of a respondent who reported no cash 
income but owned 300 acres of valuable 
farm land in a mountain state. We as- 
sured the interviewer that lack of cash 
income did not place this man in the 
lower class. Another respondent report- 
ed his cash income as $400 per year, and, 
when asked later what he did for the 
community, replied that he helped the 
poor. The modal respondent reported 
that he had no income except cash, but 
nearly one-third reported other income. 

Cash income is, however, an inade- 
quate measure of the financial position 
of any population, particularly the older 
population. Ownership of a fully fur- 
nished home, completion of responsi- 
bility for children, completion of premi- 
um payments on life insurance, and simi- 
lar considerations enter the picture. 

A significant index to financial inde- 
pendence is the statement of net worth. 
The aging were asked to estimate their 
net worth, that is, the cash value of their 
assets minus their liabilities. The modal 
respondent reported his cash-equivalent 
assets over liabilities to be in excess of 
$10,000. ‘This figure referred to assets of 
the living respondent, not “estate at 
death,” which would have included life 
insurance death benefits. Almost 60 per 
cent (57.4) of the sample made up this 
modal group. é 

Significantly, a large number of re- 
spondents spontaneously and energeti- 
cally stated that they did not have any 
debts and did not believe in buying on 
credit, reinforcing the data on medi- 
cal and related debts. 

Since economic crises may hit the eld- 
erly as they do the young, respondents 
were asked where they might get a “lot 
of money for an emergency . . . with 
least embarrassment.” The modal group, 
53.8 per cent, listed children and other 
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relatives as preferred sources; 12 per 
cent would turn to friends, church 
groups, and lodge brothers. The only 
impersonal source suggested with any 
frequency was the small loan company. 

Concern was expressed by many re- 
spondents over inflation, even before the 
interviewer reached the question deal- 
ing with it. The decade of the 1940's 
was the most frequently named period 
for the first significant awareness of the 
declining value of money. The explana- 
tions given by the aged for inflation 
have not yet been fully analyzed, but the 
respondents usually cited government, 
war, labor unions, and big business. 

The modal member would expect the 
government to meet the minimum needs 
of the destitute aged but usually added, 
‘if there are no children,” or, “if the 
children can’t help.” When asked where 
the respondent would want to obtain 
housing in case he could not finance it 
himself, 43 per cent of the sample pre- 
ferred housing under church auspices. 
Less than one-fourth chose government 
housing, even in case of great need. One 
interviewer, a trained sociologist, re- 
ported that, in his rural sample, the 
mere suggestion of housing by the state 
or government as a possibility often pro- 
voked fright. 

The modal two-thirds, or 66.4 per cent, 
are in retired status, although a number 
in this category are still gainfully em- 
ployed. The typical respondent did not 
wish to continue working after retire- 
ment, but almost half did wish to con- 
tinue. Of the 33.6 per cent still working, 
70.4 per cent had the same job as before 
age 65. Further analysis of our data re- 
garding retirement status and current 
employment must be left for the future. 


Religion 
The modal aged person has a religious 
affiliation. Over 80 per cent are members 
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of a church. If special care was needed 
from outside the family, twice as many 
elderly Americans would prefer to get it 
from their church than from the state. 

However, they are far from being de- 
pendent on the church. They would not 
want the church to assume or proffer 
family or welfare functions. When asked, 
“Is there anything which you think your 
church should be doing for people your 
age that it is not doing?’, 83 per cent 
said, ‘‘No.” 


Kinship system 


Almost 90 per cent of the réspondents 
have lived in their present community 
for ten years or more. Most of them— 
86.5 per cent—have at least 1 son or 
daughter living in the same community. 
Although complete analysis of the inter- 
action pattern within the kinship group 
has not yet been undertaken, prelimi- 
nary tabulation shows our aged in close 
and reciprocal interaction with their 
children. One-fourth of our respondents 
live with them. Of the remaining 75 per 
cent, almost 40 per cent see their chil- 
dren at least once a week; 13 per cent 
see them once a month. Only | out of 10 
respondents sees his children as infre- 
quently as once a year. Only 0.5 per cent 
of our sample never see their children. 

Our findings in regard to the social 
intimacy within the family are in accord- 
ance with similar findings by Peter 
Townsend." Contrary to the usual ster- 
eotypes held today, the typical aging, 
even in our large cities, are far from 
being doomed to loneliness. Horizontal 
mobility, urbanization, and the much- 
cited but rarély specified social change 
have failed to break or even to weaken 
significantly the bond between aging 
parents and adult children. Moreover, it 
is a social relationship of true reciproci- 
ty. When asked, “Do you ever help your 
children or other close relatives in any 


GERIATRICS, JULY 1961 


way?”’, 72 per cent of our respondents 
replied, “Yes.” 

Peter ‘Townsend, reporting from his 
survey in East London, did not find 
much 


hard evidence of neglect on the part of old peo- 
ple’s children . . . . Widespread fears of the 
breakdown of family loyalties and of married 
children’s negligence seem to have no general 
basis in fact. Doctors, social workers and others 
who express such fears may sometimes forget 
they are in danger of generalizing from an ex- 
tremely untypical sub-section of the population 
or from a few extreme examples known per- 
sonally to them. ... So far at least as the old 
are concerned, therefore, there is no justification 
for an attempt to supplant the family with State 
services." 

Our data indicate that very similar 
conclusions can be drawn for the United 
States. In fact, when the respondents in 
our survey were asked, “Do you believe 
that a new department of the govern- 
ment could do something important for 
you personally that is not being done 
now?”’, 60 per cent said, “No.” 

Social workers and other interest 
groups often insist that modern life has 
become so complicated that our elderly 
citizens need someone. else to tell them 
how to take care of themselves. Indeed, 
in recent years, the case for blanket poli- 
cy decisions in the field of social welfare 
was made very often by reference to the 
allegedly increasing and _ bewildering 
complexity of modern life. Yet review- 
ers of monographs with such statements 
also have asked, in vain, for the specifics. 
It is one thing to deduce from techno- 
logic change and claim as social reality 
a high degree of complexity but quite 
another to prove such complexity as a 
significant psychosocial reality for the 
people whose presumed difficulties we 
deplore. 

Our hypothesis was that modern life 
is not as complicated and frustrating for 
the aging as is pictured in current social 
science literature. 
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Tabulation of the responses to our 


probing into complexity-awareness has 
not yet been completed. However, as 
compared with all the other open-ended 
items in our questionnaire, a larger 
number of schedules had to be read in 
order to determine the 8 or 9 brackets 
for the major types of answers. This 
reading suggests that the majority of 
our older people do not seem impressed 
by an increasing complexity of life, nor 
do they expect this problem to loom 
large within the next ten or twenty 
years. On the contrary, they can think of 
many chores of daily life that have be- 
come much easier than they were for 
their parents and grandparents. 


Conclusions 
The data presented in this paper strong- 
ly support a re-examination of the con- 
cepts of the aged in the United States. 
It may be seriously questioned whether 
increasing age is pathologic per se, as is 
implied by the alarm with which it is 
viewed by many researchers, profession- 
al helpers, and policy makers. While at- 
tempting to study the aged, scientists 
may make them objects, rather than per- 
sons, and in so doing produce problems 
where none previously existed. Even we 
social scientists respond to the system as 
though it had a biologic and social re- 
ality that is difficult to demonstrate. 
There seems to be little doubt that 
the present caricature of the aging de- 
rives from the application of experience 
of a generation ago to a new type of 
population over 65 years of age. As Don- 
ald Bogue and others have pointed out, 
“one often hears the fallacious statement 
that comparatively little progress has 
been made in reducing mortality in the 
upper ages. The (data) show that an 
average decline of 25 per cent in death 
rates at the intervals of 65 and over has 
been effected, and that the point decline 
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is larger than for any other age group 
except those under 5.8 If the age- 
specific mortality rates of 1900 were ap- 
plied to today’s aged, the caricature 
would be an accurate reflection of reali- 
ty, but these rates are inapplicable. 

It must be emphasized that this paper 
does not deny that parts of our popula- 
tion at all ages, including old age, are 
dependent, inadequate, ill, and unem- 
ployed. The authors share feelings of 
sympathy for such persons. The study 
here reported, however, shows that the 
aging are not characteristically depend- 
ent, inadequate, ill, or senile. 

It is hoped that further research into 
the normal can be carried out. Since all 
resources are limited, whether family, 
kin, or private or public agencies, recog- 
nition that the dependent and helpless 
in our aged population are limited in 
number will allow available resources to 
be applied with discrimination, with far 
greater hope of return to the society and 
to its people. 


This paper was presented to the fifth Congress of the 
International Association of Gerontology, San Fran- 
cisco, August 11, 1960. 


The authors acknowledge the generosity of Dr. Ethel 
Shanas in making available to them the schedule for her 
study. Some published results of this study may be ob 
tained from the Health Information Foundation, 420 
Lexington Avenue, New York 17. 
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Management of 
hypercholesterolemia 


WILBUR OAKS, M.D., 
PHILIP LISAN, M.D., and 
JOHN H. MOYER, M.D. 
PHILADELPHIA 


Atherosclerosis is a multifaceted 
disease process in which altered 
cholesterol-lipid-lipoprotein metab- 
olism plays an important role. Hy- 
percholesterolemia is only a single 
part of the disease process. In the 
evaluation of any hypocholesterol- 
emic drug, at least a five-year fol- 
low-up ts necessary to determine 
whether the recurrence rate of myo- 
cardial infarction has been statis- 
tically reduced. 


The three authors are members of the 
Atherosclerosis Unit, Section of Cardio- 
vascular Diseases, Department of In- 
ternal Medicine, Hahnemann Medical 
College and Hospital, Philadelphia. 
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Wi The exact role of hypercholesterole- 
mia in the pathogenesis of atherosclero- 
is still to be determined. Athero- 
sclerosis is best described as a multifacet- 
ed disease process in which altered cho- 
lesterol-lipid-lipoprotein metabolism 
plays an important role. Alteration of 
these lipid levels with resultant eleva- 
tion of the various fractions is consid- 
ered to be a metabolic prerequisite for 
the subsequent development of athero- 
sclerosis. Other factors such as race, he- 
redity, diet, sex, blood pressure, stress, 


sis 


and morphologic and chemical anatomy 
of the blood vessel walls are important 
in the pathogenesis of atherosclerosis. 

It is thus considered that many factors 
are involved and that hypercholesterole- 
mia is only a single part of the disease 
process. The literature is replete with 
reports of hypercholesterolemia predis- 
posing to atherosclerosis, but it must be 
noted that so far no clear-cut relation- 
ship has been established. The literature 
relating to atherosclerosis is so volumi- 
nous and conflicting that almost any 
viewpoint can be readily questioned. 

One of the most impressive studies in 
the field of atherosclerosis is the Fra- 
mingham study.! This report, encompass- 
ing men between 45 and 62 years of age, 
indicates that, in subjects with normal 
serum cholesterol, the incidence of de- 
velopment of coronary artery disease 
was 1.7 per cent in four years. In those 
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subjects with serum cholesterol of more 
than 260 mg. per cent, the incidence of 
coronary artery disease increased to 8 
per cent within the four-year study peri- 
od. This study, as well as others, shows 
that coronary artery disease greatly in- 
creases in the presence of hypercholes- 
terolemia. 

Other important considerations in re- 
lating hypercholesterolemia to athero- 
sclerosis are the following: 

1. Pathologic data show that 50 per 
cent or the atherosclerotic 
plaque is in the form of cholesterol, the 
major portion of which is in the ester 
form.2:3 It has been established that the 
origin of these lipids is in the plasma, 
and that there is a direct relationship 
between increased cholesterol content of 


more of 


the serum and the deposition of lipids 
on human aorta cells. 

2. Racial studies show that low cho- 
lesterol levels resulting from forced di- 
etary restriction are associated with a 
lessened incidence of coronary artery dis- 
ease.4,5 

3. Certain unrelated disease processes 
levels also 
cause an increased incidence of athero- 


which elevate cholesterol 
sclerosis. Such disease entities as diabe- 
tes mellitus, hypothyroidism, nephrosis, 
and essential hyperlipemia are associat- 
ed with elevated cholesterol levels and 
with increased incidence of atherosclero- 
sis. 

serum cholesterol 
levels and is associated with a higher in- 
cidence of coronary artery disease.® 7 


4. Stress increases 


5. Studies on the relationship of sex 
confirm that menstruating women have 
much levels and a 
lower incidence of atherosclerosis than 


lower cholesterol 
postmenopausal women.® The primary 
factor involved in this relationship is 
the well-known hypocholesterolemic ef- 
fect of estrogen. 

6. In animal studies, the relationship 
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of high-fat and high-cholesterol diets 
and a higher incidence of atherosclero- 
sis has been documented post mortem.® 
It is, however, fairly well established 
that total fat intake is the important 
factor in producing elevated cholesterol 
levels and atherosclerosis. Experimental 
studies with animals have shown that 
the atherogenicity of a cholesterol-con- 
taining diet rises as neutral fats, saturat- 
ed or unsaturated, are added in increas- 
ing amounts. Upon withdrawal of this 
experimental diet, the atherosclerosis 
may undergo gradual regression. The di- 
etary factor that correlates best with the 
development of atherosclerosis is the 
total fat intake, in particular, that of 
highly saturated animal fats. 

7. Cholesterol levels are increased and 
atherosclerosis is more frequent in 
young patients who are being treated 
with cortisone derivatives.!° 

Thus it is probably of value to lower 
an abnormally elevated serum choles- 
terol, if at all possible. Whether lower- 
ing an elevated serum cholesterol is of 
clinical benefit remains to be estab- 
lished, but it is one of the factors in the 
pathogenesis of atherosclerosis that can 
be partially controlled. The therapeutic 
efforts directed at lowering serum cho- 
lesterol are based on the epidemiologic 
and experimental evidence that hyper- 
cholesterolemia leads to atherosclerosis 
and that lowering serum cholesterol pro- 
duces regression of the atherosclerotic 
lesions in animals. The optimal blood 
cholesterol level necessary to establish 
safety from atherosclerosis is still to be 
determined. For most purposes, a serum 
cholesterol of more than 250 mg. per 
cent is considered to be abnormal. 


Cholesterol metabolism 

Cholesterol is present in every cell in the 
body and is derived from both an exog- 
enous and an endogenous cycle. 
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The metabolism of exogenous choles- 
terol takes place as follows.1! Free cho- 
lesterol is esterified by the intestinal wall 
mucosa as it is absorbed, then trans- 
ported in the form of large chylomi- 
crons by the lymph system to the liver. 
The liver then secretes the cholesterol 
via the bile into the intestines and it is 
again absorbed, in combination with the 
bile acids, by the intestinal wall into the 
blood. With the use of C!4-labeled cho- 
lesterol, the peak activity of plasma cho- 
lesterol was shown to occur on the sec- 
ond or third day. Only 1 per cent of the 
cholesterol was excreted in the urine 
while 8 to 33 per cent of the adminis- 
tered dose was found in the blood or 
liver. During the first four days, 14 to 
48 per cent was recovered in the feces, 
indicating a variance in absorption of 
exogenous cholesterol of from 52 to 86 
per cent. 

The endogenous cycle!* begins with 
acetyl coenzyme A (CoA), which con- 
denses to form acetoacetyl CoA; with the 
addition of one more acetyl CoA and a 
process of decarboxylation, this produces 
dimethylacrylate, a 5-carbon unit. ‘There 
follows a condensation of 6 of these units 
through various steps to form the long 
chain hydrocarbon squalene. Squalene 
then cycles to form 24-dehydrocholester- 
ol (desmosterol), which is then finally 
converted to the end product cholester- 
ol.11,13 ‘The endogenous cycle takes place 
in all cells but the liver is primarily re- 
sponsible. The liver probably acts as a 
“brake” mechanism in maintaining a 
balance between exogenous and endoge- 
nous cholesterol so that the serum cho- 
lesterol is held relatively constant in 
normal persons. 

The use of C14 acetate shows that, in 
contrast to the exogenous cholesterol, 
the biosynthesized or endogenous mate- 
rial exhibits specific activity in the plas- 
ma within eight hours.'t The injected 
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acetate is rapidly converted to liver cho- 
lesterol, and the free cholesterol in the 
liver is rapidly equilibrated with the free 
cholesterol in the plasma. Within four 
days, the exogenous and endogenous 
cholesterol are indistinguishable in the 
serum. A high level of serum cholesterol 
is not the only factor involved in ather- 
osclerosis, and hence many other fat pa- 
rameters have been investigated in an ef- 
fort to find a correlation of a single 
laboratory study with the presence or 
development of atherosclerosis. Recent 
work suggests that serum triglycerides 
may be correlated with atherosclerosis 
and that an error in triglyceride metab- 
olism may be operative in coronary ar- 
tery disease.15 

Another facet of investigation is the 
work with the ultracentrifuge in which 
Gofman!® investigated the relationship 
of SF fractions of serum lipoproteins to 
atherosclerosis. The low-density lipo- 
proteins are associated with the major 
cholesterol fraction and, in particular, 
elevation of the SF 12-20 fractions 
was considered to be associated with 
atherosclerosis. Gofman and associates!? 
devised a method by which the athero- 
sclerosis index (A. I.) can be calculated 
from determinations of total serum lip- 
ids and total cholesterol, thus avoiding 
the use of the complicated ultraflotation 
technic. Subjects with an increased A. I. 
seem to have a progressive increase in 
the subsequent development of coronary 
artery disease. 

The evolution of the serum lipopro- 
teins_in respect to prognosis of athero- 
sclerosis indicates that the low-density 
B lipoproteins are the carriers of 63 per 
cent of plasma cholesterol. A value of 
greater than one in the ratio of y- to B- 
lipoproteins may indicate relative se- 
curity from coronary artery disease. 

A similar study has been perfected by 
Cohn! in which the fractions IV, V, 
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and VI are equivalent to the y lipo- 
proteins and are identified as the A frac- 
tion while I and III are 8 lipoproteins 
and are called the C fraction. 

A more recent development is the fat 
tolerance study of Likoff and Berko- 
witz.18 This test, utilizing radioactive 
triolein, gives further information as to 
the transport of ingested fat and the 
ability of the subject to clear it from 
serum. Impairment of fat tolerance as 
demonstrated by elevated and prolonged 
postprandial radioactivity in the blood 
after ingestion of I'*! triolein is more 
frequent in patients with coronary ar- 
tery disease. 

All of these laboratory studies have 
definite research value, and investiga- 
tion is continuing. Admittedly, reliance 
on serum cholesterol response as an in- 
dication of the efficacy of antiathero- 
sclerotic medications may not entirely 
take into account all the factors 
volved. However, the serum cholesterol 
is the least complicated of all the fat 
parameters and, for the moment, corre- 
lates as well or better with the presence 
of atherosclerosis than do any of the 


in- 


other laboratory studies. Thus, a com- 
plete examination of the patient with 
atherosclerosis should include all of the 
studies listed above, but, from the stand- 
point of general management, the clini- 
cian can adequately follow his patient 
with serial cholesterol levels. For proper 
evaluation of response, a series of base- 
line cholesterol determinations must be 
made before institution of any therapeu- 
tic venture. 


Treatment of hypercholesterolemia 

Patients with hypercholesterolemia can 
be divided into 4 categories; in each in- 
stance, the approach to therapy depends 
on the individual category. Most inves- 
tigators still agree that a drop in the 
serum cholesterol level is beneficial. 
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Therefore, most therapy in the field of 
atherosclerosis is directed toward reduc- 
tion of the serum cholesterol level by use 
of suitable agents in the hope that hypo- 
cholesterolemia will inhibit the forma- 
tion of atheromatous plaques. 

In the first group are patients with 
hypercholesterolemia who also have 
well-documented arteriosclerotic heart 
disease. This group warrants the most 
vigorous treatment available, including 
low-fat diet, reduction of obesity, control 
of hypertension if necessary, use of hy- 
pocholesterolemic agents, and considera- 
tion for anticoagulant therapy if feasi- 
ble. 

The second group is comprised of pa- 
tients with hypercholesterolemia caused 
by associated disease processes such as 
diabetes mellitus, nephrosis, hypothy- 
roidism, and familial hypercholesterole- 
mia. Here again a vigorous therapeutic 
regimen should be instituted, including 
low-fat diet, control of the primary dis- 
ease process, and use of the appropriate 
*hypocholesterolemic agents. 

The third group consists of patients 
with hypercholesterolemia and a family 
history of coronary artery disease, obesi- 
ty, or hypertension. Patients in_ this 
group generally have poor prognosis. An 
average, middle-aged male has a 1-in-25 
chance of having clinical coronary ar- 
tery disease develop during the age peri- 
od of 45 to 64. These data, from the 
Framingham Heart Study,1 also show 
that the risk increases to 1 in 2 if this 
middle-aged male has 2 or more abnor- 
malities such as obesity, hypercholester- 
olemia, or hypertension. Because 20 to 
30 per cent of initial myocardial infarc- 
tions are fatal, the treatment of this 
high-risk group is of paramount impor- 
tance. As has already been noted, diet, 
control of obesity, and control of hyper- 
tension are mainstays of any therapeutic 
program. It is also felt that, in this 
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group, hypocholesterolemic drug thera- 
py should be instituted on a long-term 
basis. It is only in this manner that the 
salvage rate of this group can be in- 
creased. 

Finally, there are those patients in 
whom hypercholesterolemia is the only 
factor to be considered. At present, such 
patients can probably be managed on 
diet alone. Close follow-up is also im- 
portant, and, if the cholesterol level re- 
mains elevated on a strict dietary regi- 
men, these patients may similarly bene- 
fit from drug therapy. 

The physician’s armamentarium in 
the management of clinical coronary ar- 
tery disease includes many therapeutic 
measures. The most recent advance has 
been in the form of hypocholesterolemic 
drugs. 


Prophylactic regimen 

The major factors in a proposed pro- 
phylactic and therapeutic regimen in- 
clude: 

1. Correction of obesity. Reducing 
weight and keeping it reduced are clear- 
ly beneficial to all persons subject to 
atherosclerosis.1° Obese individuals are 
much more prone to coronary artery dis- 
ease; this tendency is lessened by weight 
reduction. Although overweight is cer- 
tainly not a cause of atherosclerosis, 
weight reduction is a desirable thera- 
peutic tool in those with overt athero- 
sclerosis. 

2. Control of hypertension. Since it is 
fairly well established that hypertension 
accelerates the process of atherosclero- 
sis,2° it is of extreme importance to con- 
trol adequately any hypertensive process 
that may be present. 

3. Control of associated diseases. This 
is of importance in diseases such as 
myxedema, diabetes, and _ nephrosis 
which statistically show a higher degree 
of atherosclerosis. 
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4. Low-fat diet. The value of such 
diets in the prophylaxis and treatment 
of atherosclerosis remains unsettled. Re- 
cent reports?!;? indicate that the mor- 
tality rate goes down when patients with 
previous myocardial infarctions are 
placed on low-fat diets. Incidence of re- 
current infarctions and fatality has been 
reduced from 10 per cent to 2 to 6 per 
cent. Although this and other differ- 
ences appear significant, the control 
groups are not always matched closely 
enough with the treated group. In die- 
tary therapy, the fat intake should be 
reduced from the usual 40 to 60 per 
cent of total calories to 20 to 25 per 
cent. Along with this, the ratio of un- 
saturated to saturated fats should be in- 
creased by the use of vegetable oils, in 
particular, corn oil. 

5. Drug therapy. The major methods 
of action of hypocholesterolemic drugs 
are (1) inhibition of absorption of cho- 
lesterol from the gastrointestinal tract, 
(2) increase in metabolic breakdown of 
cholesterol, and (3) enzyme inhibition 
of endogenously synthesized cholesterol. 

The first group of drugs, led by £p- 
sitosterol, was initially received with 
great interest. The mechanism of action 
is through interference with cholesterol 
absorption in the gastrointestinal tract. 
There is a close chemical relationship 
between sitosterol and cholesterol. It is 
assumed that sitosterol blocks the ab- 
sorption of cholesterol by competing for 
necessary enzyme mechanisms. Recent 
studies seem to indicate that ingestion of 
large doses of plant sterols induces a re- 
duction in serum cholesterol.?*.*4 Be- 
cause the reduction is not always main- 
tained on a long-term basis and because 
the sitosterol preparations are unpalata- 
ble as well as expensive, their use is re- 
stricted. 

The second group includes thyroid 
derivatives and synthetic estrogens. Re- 
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cently the introduction of sodium D- 
thyroxine?> gave us a preparation with 
the hypocholesterolemic effects of thy- 
roid derivatives without the hypermeta- 
bolic effects so dangerous in cardiac pa- 
tients. It is fairly well established that 
D-thyroxine (Choloxin) has a signifi- 
cant and sustained hypercholesterolemic 
effect even in euthyroid patients. The 
drug for hypothyroid patients is D-thy- 
roxine in doses of 4 to 8 mg. per day. 

Estrogen therapy has been reviewed 
by Stamler and associates,?® who report 
that, while the over-all ratio of recur- 
rence of myocardial infarction is not re- 
duced, the survival rate is higher in 
those treated with estrogens. The pri- 
mary clinical use of estrogens is in 
those women who at an early age have 
had artificially induced menopause, eith- 
er by surgery or by irradiation. The fem- 
inizing effects of estrogens make their 
use undesirable in men. 

The group of enzyme inhibitors of 
endogenous synthesis of cholesterol has 
as its mainstay MER-29 (Triparanol) . 
This interesting new compound, which 
acts by blocking the conversion of des- 
mosterol to cholesterol, primarily in the 
liver, is effective in reducing serum cho- 
lesterol in 85 per cent of patients.?% 8 
The reduction is maintained as long as 
drug therapy is continued. The toxicity 
data indicate that MER-29 is a safe drug 
for clinical use and at present is prob- 
ably the most satisfactory drug available 
for lowering serum cholesterol. Unless 
associated diseases, which have already 
been mentioned, indicate the preferabil- 
ity of using other drugs, it is consid- 
ered best to institute MER-29 therapy in 
doses of 250 mg. per day, in any patient 
in whom it is desired to lower the 
serum cholesterol levels. 

Nicotinic acid in doses of 3 to 6 gm. 
per day has been shown to effectively 
lower serum cholesterol and the B/y lipo- 
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protein ratio.?®. 3° The exact mechanism 
of action is still not fully understood, 
but it is believed that nicotinic acid also 
may act as an enzyme inhibitor. It is 
also possible that the mechanism of ac- 
tion may result from accelerating re- 
moval of cholesterol from the serum. 
There is evidence suggesting that one of 
the major breakdown products of nico- 
tinic acid, nicotinuric acid (20 to 25 
per cent of nicotinic acid excreted as 
such) , may well be the active principle 
in lowering serum cholesterol.§! The un- 
pleasant side effects of gastrointestinal 
upset—flushing, erythema, warmth, and 
pruritus—have been reduced by the use 
of sustained release capsules, but these 
effects are still the major problem with 
administration of nicotinic acid and lim- 
it its use. 

Recent investigations have indicated 
that combination therapy may be useful 
in lowering serum cholesterol. In partic- 
ular, the combined use of MER-29, 250 
mg. per day, and nicotinic acid, 1 gm. 
_per day, may prove more effective than 
either drug alone. It is possible that a 
synergistic effect may occur with these 
and other drugs used in combination, 
but further studies are necessary to con- 
firm such effects. 

Other miscellaneous drugs such as lip- 
otrophic agents are of no clinical value. 
The status of tocopherols (vitamin E) 
and vitamin A is similar. Clinical trials 
with 2-phenylbutyric acid and its homo- 
logues have given no consistent results.** 
The effectiveness of antibiotics, neomy- 
cin in particular,* and hydralazine and 
chelating agents*4 is still questionable. 
The current status of lipid mobilizer 
hormone, described by Zarafonetis,®® re- 
mains on an experimental basis. Potas- 
sium iodide has been shown to lower 
serum cholesterol, but this effect is lost 
on prolonged usage. The use of hepa- 
rin® as a lipid clearing factor®* has been 
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received with some interest, but its long- 
term use is not practical. 

Acetyl salicylic acid and procaine have 
also been shown to have hypocholesterol- 
emic properties.3* 

6. The role of anticoagulants. This is, 
of course, important in group I patients, 
but a full scale discussion of the virtues 
of anticoagulant therapy is not within 
the scope of this paper. 

7. Miscellaneous factors. Such factors 
as exercise, stress, and smoking are prob- 
ably of secondary importance. Exercise 
is described by Mann®8 as probably hav- 
ing a biochemical relation to lipid me- 
tabolism. It also may be important in 
the development of collateral circulation 
in impaired coronary vascular flow, but 
the importance of collateral circulation 
is still uncertain. It has been shown that 
stress raises serum cholesterol;® 2 hence a 
therapeutic effort at controlling stress 
either by psychopharmacology or psy- 
chotherapy is worthwhile in the man- 
agement of the patient with atheroscle- 
rosis. Coronary artery disease appears to 
occur more often and at an earlier age 
in persons who smoke. The mechanisms 
involved remain unsettled, but discon- 
tinuing or reducing the smoking habit 
may well be desirable. 


Summary 

With all the conflicting reports appear- 
ing in the literature, it is obvious that 
investigation must be continued if the 
pathogenesis of atherosclerosis is to be 
fully understood. Laboratory studies are 
constantly being developed which may 
lead to a better understanding of this 
disease process. Hypercholesterolemia 
appears to play a major role in the de- 
velopment of atherosclerosis; hence vig- 
orous attempts should be instituted to 
return the cholesterol level to normal. 
New drugs in this field, particularly 
MER-29, are of value not only from a 
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clinical standpoint but because they 
open new avenues of knowledge in the 
basic research on cholesterol metabo- 
lism. Hypercholesterolemic drugs must 
be palatable, nontoxic, and _ effective 
over a prolonged period. In order to 
fully evaluate any hypocholesterolemic 
drug, it will be necessary to obtain at 
least a five-year follow-up to determine 
whether the recurrence rate of myocar- 
dial infarction has been statistically re- 
duced. Thus, any evaluation of hypo- 
cholesterolemic drugs must be cautious- 
ly undertaken until such an observation 
period is concluded. 

The over-all management of the pa- 
tient with atherosclerosis necessitates a 
close physician-patient relationship if 
the many factors of the disease process 
are to be controlled. Weight reduction, 
dietary management, reduction of stress, 
and control of serum cholesterol and 
other associated diseases can be accom- 
plished only by close follow-up and 
many hours of discussion between physi- 
cian and patient so that the problem is 
fully understood. 

Atherosclerosis is such a formidable 
problem that we encourage adoption of 
the vigorous therapeutic and prophylac- 
tic program discussed in this paper. Oth- 
er workers believe that control of ather- 
osclerosis is actually a pediatric problem 
and that early dietary control in chil- 
dren is the only effective method of re- 
ducing the later development of athero- 
sclerosis. This is a formidable proposal 
but it indicates the seriousness of the 
problem and the vigorous therapeutic 
program that must be instituted in the 
control of atherosclerosis. 
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Mi iv HAs LONG BEEN ASSUMED that sud- 
den and otherwise unexplained death 
in persons with aortic stenosis often is 
due solely to the aortic stenosis and re- 
sultant complications. Since proof of 
this traditional view was nebulous, it 


Aortic stenosis occurred to us that a review of our 


adult patients with a primary diagnosis 


and sudden death of aortic stenosis who died might prove J 


to be enlightening. 





Material and methods 


A search of the available death records 
for the past decade produced the files 
of 20 persons who had had aortic ste- 
nosis as the chief final clinical or post- 
BAY PINES, FLORIDA mortem diagnosis. In no way can this 
group be utilized for statistical incidence 
studies, because there is no way of de- 
termining if these were the only cases 


ALFRED H. LAWTON, M.D., and 
MORRIS W. DEXTER, M.D. 


that might have fit our criteria. 
Social background. A brief considera- | 
tion of the social backgrounds of these 


A review of anatomic diagnosis of 20 patients indicates consistency with 
aortic stenosis in a group of 20 pa- those of all admissions to the Veterans 
tients tends to dispel the fear of Administration Center. All 20 of the 
sudden, unexpected death for such study cases were men. Of the group, 16 
mature and elderly individuals. had been Protestant; 2, Catholic; and 


1, Jewish; 1 had denied any religious 
affiliation. The average age of the 20 
patients at death was in excess of 63 
years, with extremes of 26 and 84 years; 
9 died in their seventh decade of life 
and 6 others in the eighth decade or 


later. 

The military service claims were in ' 
ALFRED H. LAWTON is assistant directo conformity with the patients’ ages—5 were ‘ 
of Professional Services for Research veterans of the Spanish-American War, 
and Educati nd MORRIS W. DEXTER : ] ¢ . 
ne. Sancabon, ane eRe pacen, 11 served in World War I, 3 served in 
is assistant chief of the Medical Serv : a 
ice, Veterans Administration Center, World War II, and 1 was a peace-time 
Bay Pines, Florida. veteran of the early years of the twen- 
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tieth century. Of the group, 19 were in 
the Army and | in the Navy. 

Medical background. Medical histories 
of this group of 20 were meager. Little 
could be determined about the _pa- 
tients’ personal habits except that all 
had been smokers. In only 9 records of 
final illness was there even mention of 
the childhood illnesses. Of these, 2 had 
denied any history of rheumatic fever 
or illness that might be construed as 
representing rheumatic fever; 4 had 
given typical stories of childhood in- 
fectious diseases complicated by acute 
migratory polyarticular rheumatism and 
followed by some degree of heart dis- 
ease; 1 had recalled having had heart 
disease since a severe case of scarlet 
fever in his childhood; 1 had recollected 
childhood infections which he called 
measles, flu, pneumonia, and typhoid; 
and | had recalled having had measles 
and a nondiagnosed, long-term illness 
related to the genitourinary tract. It is 
probably reasonable to conclude that 7 
of these 9 had a history suggestive of 
childhood illnesses related to strepto- 
coccal infections and the usually ac- 
cepted etiologic patterns of rheumatic 
heart disease. 

The history of 3 others included hy- 
pertension and hypertensive heart dis- 
ease, and another record contained evi- 
dence of a syphilitic infection in the 
patient’s youth. Actually, beyond these 
meager bits of information, the histories 
of the 20 patients were not helpful 
either because of memory defects or con- 
dition of the patient while in the hos- 
pital or, possibly, because the examiners 
did not peruse the background informa- 
tion to an extent to be significant. 

All the aortic valvular lesions had 
been described during life. In fact, they 
were usually well known to the patient 
at the time of his final admission to the 
hospital. 
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Data. The chief symptoms of these pa- 
tients at the time of hospital admission 
were monotonously similar and in- 
cluded dyspnea, ankle edema, orthopnea, 
and easy fatigue or fainting episodes. 
The one exception was a patient who 
was admitted to the neuropsychiatric 
service because of extreme depression 
and who had no symptoms. 

The blood pressures recorded during 
the patients’ hospital stay were surpris- 
ingly like those of any other group. ‘The 
average systolic blood pressure was 136 
mm. Hg; the average diastolic blood 
pressure, 73 mm. Hg; and the average 
pulse pressure, 85 mm. Hg. Omission 
of the data of the one patient in shock 
throughout hospitalization and of the 3 
known hypertensives does little to change 
these figures. 

In most instances, the various labora- 
tory tests were so randomized as to offer 
no information. Urinalyses consistently 
revealed the abnormal presence of al- 
bumin, ranging from a trace to 3+. On 
the 12 charts on which the results of 
blood urea nitrogen determinations were 
recorded, 1 was listed ambiguously as 
normal; 3 as 12, 17, and 29.5 mg. per 
100 cc. of blood, respectively; and the 
other 8 as elevated. These averaged 52.4 
mg. per 100 cc. of blood, with extremes 
of 44 and 77.6 mg. 

One chest roentgenogram had _ not 
been made. Of the 19 which were done, 
16 had been interpreted as revealing 
cardiac enlargement related to the left 
or both ventricles in all instances except 
one, which had been classified as cor 
pulmonale. Calcified plaques had been 
noted in the thoracic portion of the 
aorta in only 3 instances. Increased hilar 
and lung markings, fibrosis, or infiltra- 
tion of the lungs had been noted in all 
19 cases. In 10 instances, fluid, pleural 
thickening, or increased density had 
been noted in one or both lung bases. 
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All 20 electrocardiographic interpreta- 
tions, usually repeated, were abnormal. 
In 11, the readers had commented on 
the left-sided preponderance, enlarge- 
ment, or strain pattern; 13 electrocardio- 
grams consistently revealed electrical 
conduction defects, and 6 were fibrillat- 
ing; 5 of the group revealed definite 
myocardial infarction; and 6 other re- 
ports referred to myocardial damage, 
usually classified as nonspecific. 


Discussion 


Of the 20 patients in this study, 8 had 
died suddenly and unexpectedly—that is, 
their deaths had not been anticipated 
by the attending personnel. Unfortunate- 
ly, 3 of these 8 were not studied post 
mortem. In the 5 who were, a cause of 
death in addition to the aortic stenosis 
and concomitant heart disease was estab- 
lished in 3. One death was due to bron- 
chopneumonia and | to acute pericar- 
ditis and multiple pulmonary infarcts; 
the third death was considered to be 
related to massive pulmonary infarction. 
The 2 with heart disease only, who died 
suddenly, were considered by the pa- 
thologists to have had sufficient evidence 
of severe heart failure to account for 
their deaths. 

Of the 20 patients studied, autopsies 
had been done for 16. In 11, there were 
additional findings which alone would 
be considered sufficient to explain the 
death of the patient. In only 5 instances 
was the aortic stenosis with the related 
heart disease established grossly as the 
cause of death, and 3 of these patients 
showed sufficient multiple evidences of 
myocardial decompensation so that heart 
failure was considered as the primary 
reason for death. Hence, only 2 of the 
series could be said by the pathologist 
to represent death related solely to aor- 
tic stenosis, with the etiologic diagnosis 
being that of rheumatic heart disease. 
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It has been stated that the 2 who 
died unexpectedly and who were autop- 
sied had some degree of heart failure 
to account for their deaths. These were 
not the same 2 patients to whom the 
pathologist assigned the sole diagnosis 
of heart disease—to one, rheumatic 
heart disease, calcific aortic stenosis and 
mitral valvulitis, and right ventricular 
hypertrophy and to the other, arterio- 
sclerotic and rheumatic heart disease, 
aortic stenosis, and insufficiency. These 
2 patients had clinically followed a pro- 
gressively downhill course to an antici- 
pated and predicted death. 

Because of the number of different 
physicians who attended the 20 patients 
reported and because of their differing 
criteria for grading murmurs, it has 
proved impossible to establish reliable 
values for their estimates of the amount 
of aortic stenosis present. However, it 
has proved feasible to have all the au- 
topsy protocols reviewed and the degree 
of aortic stenosis present at the time of 
postmortem examination rated on a scale 
from 0 to 44. The latter represents 
stenosis so severe as to be virtually in- 
compatible with life. Of the aortic valves, 
8 were rated as 34, 4as2+,3as 14+, and 
1 showed only luetic aortitis. 

Sudden, unanticipated death in pa- 
tients with aortic stenosis in whom the 
pathologist could find no other sufficient 
cause for death did not occur in any 
of the 16 cases presented in which com- 
plete autopsies were performed. There- 
fore, there is no need to seek a hypo- 
thetic pathophysiologic explanation for 
sudden death in adults with aortic steno- 
sis. There is no need to invoke such an 
explanation as the venturi effect of rap- 
idly ejected blood from the heart cours- 
ing through the narrowed aortic valve, 
causing reversed pressure in the corona- 
ry arteries and in turn causing death, 
or to accept the teleologic view that the 
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heart had simply worn out and suddenly 
ceased due to the increased strain placed 
upon it by the valvular lesion. In each 
case in which death was sudden and un- 


expected, the pathologist and clinician 
found adequate disease processes post 
mortem to explain the death, just as 
they usually do when the individual 
dies slowly and death is anticipated. 
Since the individuals of the group 
discussed had long passed the period of 
any active rheumatic or other infectious 
heart disease and had had aortic stenosis 
of long standing to which they had pre- 
sumably adjusted their bodily mechanics, 
they cannot fairly be cited to state that 
sudden, unexplained death does not 
occur in children and youths with aortic 
stenosis.! It is only safe to state that, in 
our aging patients, aortic stenosis alone 
was not found to produce sudden death. 


Summary 


The essential purpose of this report is 
to discourage the tendency of many phy- 
sicians to assume that all patients with 
auscultatory evidence of aortic stenosis 





are subject to sudden death resulting 
from this condition. Aortic stenosis is 
both a qualitative and a quantitative 
condition. Most patients with rough sys- 
tolic aortic murmurs have virtually 
physiologic pulse pressures compatible 
with normal life. However, in some pa- 
tients with a high degree of stenosis, 
the resulting hemodynamic impairment 
may still present a threat of sudden 
death. 

Records of 20 individuals with known 
aortic stenosis who died have been re- 
viewed. Socially, clinically, and patho- 
logically, this group of patients closely 
resembles any other group of patients 
in this hospital who died from cardiac 
disease. 

In this group of mature and aged men, 
no evidence could be found that sudden, 
unexplained death due solely to aortic 
stenosis occurred. 


REFERENCE 


1. BRAVERMAN, I. B., and s. GIBSON: The outlook for 
children with congenital aortic stenosis. Am. Heart 
J. 53: 487, 1957. 





354 


ESOPHAGEAL VARICES are the most common but not the only significant 
source of bleeding in patients with massive gastrointestinal hemor- 
rhage. In 33 of 100 patients with Laennec’s cirrhosis, bleeding was 
from causes other than esophageal varices, the most common of which 
was hemorrhagic gastritis. Emergency radiographic and endoscopic ex- 
aminations are procedures of choice in determining the site of bleed- 
ing. Presence or absence of hepatomegaly, splenomegaly, or ascites 
does not aid in diagnosis. Because of the high immediate and delayed 
mortality rates among patients with gastrointestinal hemorrhage, diag- 
nosis should be established early so that hemostasis may be effected 
promptly. 


H. K. OETTING: Sources of massive gastrointestinal bleeding in patients with Laennec’s 
cirrhosis. Am. J. Gastroenterol. 33: 679-686, 1960. 
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An Appreciation 


Walter L. Bierring, M.D. 


WILLIAM B. BEAN, M.D. 
IOWA CITY, |OWA 





Hi In a society preoccupied by the prob- 
lems of an aging population, it is fitting 
to pay tribute to one who has managed 
to grow old gracefully, keeping his 
youthful enthusiasm and_ productivity. 
The tragedy of aging is not so much the 
decline in the functions of youth as the 
failure in youth to muster and employ 
the available talents for contributions 
which are valuable to society and re- 
warding to the individual when he 
grows old. 

Dr. Walter L. Bierring personifies the 
traits, attributes, and capacities which 
enable a person to remain creative; he is 
at once a stimulus and a delight to his 
junior colleagues. In a professional ca- 
reer that spans seven decades, Dr. Bier- 
ring has witnessed most of the truly great 
evolutions of modern medicine and has 
played a large role in the great growth 
of the field of public health in modern 
society. 

Dr. Bierring has been fortunate in pos- 
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sessing that rare combination of natural 
advantages and the habits and attitudes 
of life calculated to employ them well. 
He is a happy example of a sound mind 
and a sound body, neither of which was 
allowed to ascend over the other. Thus 
he has escaped the bane of our present 
society, in which far too few people ma- 
ture but instead join the army of aging 
children whose idle hands and often 
empty heads exemplify the casual ap- 
athy of undeveloped talents. 

Dr. Bierring’s life exemplifies the rare 
phenomenon of productivity continuing 
with advancing years. Thus he has been 
able to combine the enterprising innova- 
tions and inquiries of youth with the 
tempering experience and wisdom of 
age. He has escaped the danger epit- 
omized by La Rochefoucauld when he 
said that “Old men are fond of giving 
good advice in order to console them- 
selves for being no longer able to serve 
as bad examples.” 








During the past twelve years, it has 
been my great pleasure to have enjoyed 
a close and warm association with Dr. 
Bierring, a Nestor of American medi- 
cine, some of whose accomplishments I 
shall sketch for you. As a very active 
nonagenarian, he continues to play an 
important part at the forefront of activi- 
ties in public health and in medical 
education. He embodies the high tradi- 
tions of medical excellence exemplified 
in Alpha Omega Alpha, the medical hon- 
orary society over which he has presided 
for decades and whose journal, Pharos, 
he has long edited. 

Dr. Bierring has received numerous 
awards and many richly deserved honors. 
As a few examples, he is an honorary 
fellow of the Royal Society of Medicine 
of Great Britain, honorary member of 
the Canadian Public Health Association, 
recipient of the McCormick Award, 
holder of the first specialty certificate of 
the Board of Internal Medicine and the 
Board of Public Health, recipient of the 
Distinguished Service Award, past-presi- 
dent of the American Medical Associa- 
tion in 1934 and 1935, honorary mem- 
ber of the Royal College of Physicians 
of Edinburgh, honorary fellow of the 
Royal Sanitary Institute of Great Brit- 
ain, and, most recently, recipient of the 
Modern Medicine Award for Distin- 
guished Achievement. For many years 
he was state commissioner of public 
health in Iowa, and he currently is head 
of the Iowa Health Department, Divi- 
sion of Gerontology, Heart and Chronic 
Disease. 

Walter Lawrence Bierring was born 
in Davenport, Iowa, on July 15, 1868, of 
parents who had recently come to this 
country from Denmark. For sixteen 
years his father, Jeppe, saw the world as 
a seafarer and warrior. He was captured 
and kept in prison in the Crimean War 
and served for three years in the United 
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States Navy during the American Civil 
War. When he returned home, he mar- 
ried Elizabeth Jessen, who pursuaded 
him not only to go to a new country but 
to go as far inland as possible, away from 
all nautical temptations. So it was that 
two years after Jeppe and Elizabeth 
Bierring had settled among the prepon- 
derantly German-speaking people at 
Davenport, Walter was born. As he grew 
up, he learned German and Danish, as 
well as English. This linguistic back- 
ground stood him in good stead during 
his postgraduate training in European 
universities. 

Very few people have any clear idea 
of why they study medicine. Many can 
point to some dramatic incident. A rail- 
road accident in which young Bierring 
injured his foot brought him into con- 
tact with two fine physicians: Dr. Wash- 
ington F. Peck, who commuted from 
Davenport to serve as dean and profes- 
sor of surgery at the young medical 
school in Iowa City, and Dr. William D. 
Middleton, who linked the chair of phys- 
iology with that of the principles of 
medicine. It was the picture of these dis- 
tinguished early Iowa physicians that in- 
fluenced Dr. Bierring to undertake the 
study of medicine. 


Years of study 

Dr. Bierring enrolled at the medical col- 
lege of the State University of Iowa. 
There he found a medical course of 
three years with a graded curriculum, 
rare for those days. During his second 
year in medical school, he was privileged 
to learn the challenging fundamentals 
of bacteriology from Dr. Thomas H. 
MacBride, who was professor of botany 
at the University and who was the first 
there to prepare pure cultures of bac- 
teria and yeasts for his studies and teach- 
ing. As a senior medical student, Dr. 
Bierring was a student intern in Mercy 
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Hospital and made the necessary prepa- 
rations for medical and surgical clinics. 
He was also a student assistant in anat- 
omy. By the end of his junior year, 
arrangements were made for him to 
spend two years in postgraduate study in 
European medical schools and research 
institutes. This was to prepare him to 
take over the Department of Pathology 
and Bacteriology, to which he was ap- 
pointed by the Board of Regents a few 
weeks after he received the degree of 
Doctor of Medicine on March 9, 1892. 

Dr. Bierring studied first at Heidel- 
berg, where Professor Robert Koch’s as- 
sistant, Professor Ernst, was teaching the 
first course in bacteriology. Theodor 
Billroth, a master surgeon at Vienna, was 
another teacher. Dr. Bierring’s facility 
with the German language gave him an 
advantage over his American colleagues 
in leading continental medical centers, 
such as the Allgemeine Krankenhaus, a 
vast public teaching hospital with 3,000 
beds where almost twice that many au- 
topsies were done every year. In 1894, 
Dr. Bierring went to the Pasteur Insti- 
tute, studying under Pasteur, Metchni- 
koff, and Roux. Here he learned such 
details as immunizing horses and prepar- 
ing diphtheria antitoxin. The next year, 
when he returned to Iowa, he went into 
production, making the first diphtheria 
antitoxin available west of New York 
City. There were several subsequent Eu- 
ropean visits and six-month courses of 
study in London, Paris, Berlin, Prague, 
and Vienna. 


Achievements 

The next phase of Dr. Bierring’s life 
prepared him for the broad accomplish- 
ments he was to achieve in the field of 
national and international medicine and 
medical education. In pathology, he in- 
troduced and expounded the staining 
technics and newer knowledge of mi- 
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croscopy which he had gained in his 
European postgraduate studies. The mi- 
croscope became a standard item of stu- 
dent equipment. In bacteriology, he not 
only introduced antitoxin into practice 
but employed the newer diagnostic cul- 
tural methods which he had learned 
firsthand in the Pasteur Institute. The 
early work that Dr. Bierring did while 
in charge of the bacteriology laboratory 
at the University of Iowa in combating 
diphtheria and typhoid fever prepared 
the way for the later establishment of 
the Hygienic Laboratory of the State 
Board of Health. This laboratory made 
diagnostic tests for an increasing number 
of diseases available to doctors through- 
out the state. The papers he published 
at that time reveal his interest in gross 
pathology; postmortem work; diagnostic 
methods for staining bacteria, especially 
the tubercle bacillus; early diagnosis of 
cancer; serum therapy; and various dis- 
orders of the alimentary canal. 

Early in Dr. Bierring’s career at Iowa 
City, near tragedy struck. A lump was dis- 
covered in his left leg, with enlargement 
of inguinal lymph nodes. When the di- 
agnosis of epithelioma was made, the 
leg was amputated. This blow was mere- 
ly a challenge, and an artificial leg has 
never curbed Dr. Bierring’s vast propen- 
sity for getting about and getting on, 
seeing firsthand, wherever they may be, 
the people and places which interest 
him. 

After eleven years in pathology and 
bacteriology, Dr. Bierring was made 
head of the Department of the Practice 
of Medicine, where he gained clinical 
experience, building wisely upon the 
sound basis of his knowledge of pathol- 
ogy and bacteriology. His many papers 
of this period deal with clinical prob- 
lems of therapy and diagnosis. A sound 
recognition of the usefulness and limita- 
tions of the laboratory in medicine was 
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apparent. When he became president of 
the Iowa State Medical Society at the 
age of 40, he had a clear visualization 
of the importance of lively and well-sup- 
ported local and state medical societies 
in the structure of medicine. During this 
time, his interest in chronic disease, in 
epidemics of poliomyelitis, and in a 
broad view of preventive medicine was 
finding expression in forthright papers 
much in advance of the general attitudes 
of the day. His career at the State Uni- 
versity of Iowa ended in 1910, when 
he left for Des Moines, where he has 
lived since. He was head of the depart- 
ment of medicine at Drake until it 
closed its doors in 1913. 

For the next two decades, Dr. Bierring 
specialized in internal medicine and met 
increasing demands for consultation. He 
was a pioneer in leading the battle 
against widespread ignorance and iner- 
tia in matters of proper sewage disposal, 
pure water supply, and so forth, on 
which depended the welfare of an in- 
creasingly urban population. The expe- 
rience and day-by-day details of practical 
bacteriology and pathology had im- 
pressed on him continually the impor- 
tance of hygienic measures to prevent 
the spread of infection and disease. He 
also took an active part in formulating 
and getting general acceptance of rules 
of licensure and systems of examination 
for testing the capacity of the physician 
to practice general medicine or a medi- 
cal specialty. 

In order to put some order into the 
chaotic licensure requirements of the 
48 states, Dr. Bierring developed and 
helped set in motion the National 
Board of Medical Examiners, founded 
in 1915. He has edited the bulletin of 
this organization continuously since its 
inception forty-five years ago. Since the 
power to examine includes the power to 
determine who shall not practice, this 
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board and others which followed have 
had profound influence on the methods 
of instruction in medical schools. Dr. 
Bierring found that a comprehensive 
test, including practical bedside exami- 
nation of patients, encouraged medical 
schools to include training along these 
lines. This type of instruction has been 
one of the elements that has assisted in 
expanding clinical teaching on _ the 
wards. 

Shortly after World War I, Secretary 
of War Newton D. Baker appointed a 
commission consisting of Dr. Bierring, 
Colonel Louis A. LaGarde, and Colonel 
Victor C. Vaughn to study the system 
of examinations for medical qualifica- 
tion in Europe with the hope that, by 
introducing reciprocity, some order 
might be brought into the chaotic licen- 
sure problem of the several and inde- 
pendent states. 

The perplexing questions of standard- 
ization and establishment of medical spe- 
cialties had grown great before any step 
was taken to govern the authorization 
for specialty practice and the designa- 
tion of specialists. This was an epiphe- 
nomenon of the wide and growing de- 
velopment of specialization, a spontane- 
ous growth which has paralleled the 
growing complexity of medicine. Many 
persons believed that some system was 
necessary to enable the public to identify 
an adequately trained specialist and, in- 
deed, to permit recognition among the 
specialists themselves. Under the aus- 
pices of the American Medical Associa- 
tion and the American College of Physi- 
cians, the American Board of Internal 
Medicine was organized in 1936. Dr. 
Bierring became the holder of certificate 
No. 1, and he holds the same certificate 
number from the American Board of 
Preventive Medicine. One somewhat un- 
expected result of the practical powers 
of specialty boards has been the rigid 
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standardization of training. While it no 
doubt elevates the level of work done by 
the poorer candidates, originality and 
variation in training and background 
have suffered, though a more liberal 
trend is apparent now. 

Dr. Bierring also has been very active 
in developing the influence and expand- 
ing the chapters of the medical honorary 
society, Alpha Omega Alpha. Though 
Dr. Root was a founder, Dr. Bierring 
has been at the helm for so long that he 
really is its father. He has devoted un- 
told time and energy to promoting the 
program of the society during the thirty- 
six years that he has been its president 
and the editor of its journal, The 
Pharos. With the establishment of chap- 
ters in Canada and in Beirut, Alpha 
Omega Alpha has achieved internation- 
al status under his guidance, and it has 
encouraged standards of excellence in 
training for the practice of medicine. Dr. 
Bierring personally has installed the off- 
cers and bestowed the charters on more 
than 50 new chapters. 

A word should be said about Dr. Bier- 
ring’s contributions in the field of ger- 
ontology. His creative work in the State 
Department of Health in Iowa and in 
national organizations shows that his 
philosophy runs counter to the observa- 
tions from scripture—“Your old men 
shall dream dreams and your young men 
shall see visions.” (Joel 2:28) Dr. Bier- 
ring’s vision has been keen and youth- 
ful. His contributions to the develop- 
ment of the specialty of geriatrics ante- 
dated considerably the present vogue 
which aging naturally has in a popula- 
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tion where the average age has been 
steadily and inexorably advancing. He 
has paid no attention to the perennial 
conflict between generations and _ has 
wasted no time, as many older people 
do, in frowning on the activities of the 
young, but has rather furthered our 
understanding of how the great poten- 
tial for effective enterprise and, indeed, 
creative developments can be made not 
just the prerogative of youth, but a 
challenge for those whose years, but not 
whose capacities, put them in the class 
of old men. 

Dr. Payton Rous once told me of an 
event which epitomizes the character 
and qualities of Dr. Bierring. It occurred 
at the time when the cornerstone of the 
University Hospitals building was laid 
in Iowa City in the middle 1920’s. The 
great ceremonial occasion was attended 
by representatives from many universi- 
ties and institutions. As Dr. Bierring 
and Dr. Rous were being driven to the 
affair to hear the great speakers, they 
came upon the scene of an accident. A 
runaway horse had overturned a wagon, 
and a young farmer lay injured. Dr. 
Bierring immediately got out and at- 
tended to the medical needs of the in- 
jured man, while the procession moved 
on without him. Only when the injured 
man was cared for did Dr. Bierring, un- 
ruffled and unaware of the impression 
he had made, move on to the pavilion 
of the elect where the speeches were in 
progress. 

Such, then, is Walter L. Bierring, to 
whom I bring this tribute and homage 
as a token of my affection and regard. 











Comparison of 
health insurance 
proposals 

for older 
persons, 1961 


The following chart has been pre- 
pared by the staff of the Special 
Committee on Aging for 
members of the United States Sen- 
ate. It consists of a comparison of 


use by 


selected legislative proposals re- 
garding the financing of health care 
for older persons, and is reprinted 
in GERIATRICS with permission of the 


Special Committee on Aging. 








McNamara BIL (S. 65) 





Who is covered 


How many 


Benefits 


Hospitalization 


Nursing homes 


Home health service 


Surgeon’s and physicians’ 
fees. 


Diagnostic, laboratory, and 
X-ray services. 


Expensive drugs .......... 


Research and demonstration 
projects to improve quali- 
ty and efficiency of health 
services. 

Financing method 





Total costs (estimate) .. 


Effective dates 





All retired aged (except railroad 
and Federal retirees!): 13.2 mil. 
lion OASDI beneficiaries, 1.5 mil 
lion OAA recipients, 1.4 million 
other retired men over 65 and 
retired women over 62. 


16.1 million (as of 1962) 


with em 
medicine 


Balanced medical care 
phasis on preventive 
except physicians’ fees. 


90 days a year 


180 days; or 2 days for each un 


used hospital day. 


240 visits a year; 2-2/3 visits fo 
each unused hospital day. In 
cludes therapy and home-make 
services; medical social work, et 
No prior hospitalization required 

None 


Provides for necessary laboratory 
tests and x-rays in a_ hospital 
either on inpatient or outpatien! 
basis. 

All drugs used in hospital; for out 
side hospital, a portion of suclj 
drugs when prescribed generical 
ly. Precise amount and kinds of 
coverage to be determined by 
Secretary of HEW, after study; 
and within actuarial limits. 

Provided in the bill ae 


(a) For OASDI eligibles, 4% of 
per cent of first $4,800 wages 
% of 1 per cent after 197I 
36 per cent for self-employed 
* per cent after 1971. 


retirees, from gen 
eral revenue ($290 million; 
part of which already bein 
spent; approximately $265 mil 
lion in Federal funds now & 
pended for OAA, MAA, 2 
other Federal medical progratl 
for aged), net new cost abo 
$25 million. 
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Administration bill Dutski Bitt (H. R. 1765) 
(S. 65) ANDERSON BILL (S. 909) GILBert BILv (H. R. 676) Javits Bint (S. 937) 
Kine Brit (H. R. 4222) St. GERMAIN Bixt (H. R. 4168)? 
ept railroad§OASDI eligible persons age 65 All OASDI eligible persons, Persons 65 and over who (a) have incomes under $3,000 
): 13.2 mil} and over, including em- including employed aged, (for individuals); $4,500 (for couples); or who did not 
ries, 1.5 mil-§ ployed aged; also includes also younger dependents. pay any income tax in the preceding year, (b) who are 
1.4 million§ railroad retirees. 13.75 mil- residents of their States, and (c) who are not recipients 
ver 65 andi lion OASDI beneficiaries and of other public assistance medical plans. 
62. 0.5 million railroad retirees. 
62) ....... 914.25 million (as of 1963) .... 17.5 million (approximate, as 11 million (maximum estimate). 
of January 1962). 
> with em-Kame as McNamara bill, ex- Hospitalization, nursing-home Bill specifies that State must provide eligible individuals 
e medicine. § cept requires deductible care, and surgeon's fees. with choice of 1 of 3 options: 
£8. charges. Private voluntary insurance policy, with State paying 
one half—but not exceeding $60—of individual’s premi- 
um; or 
A_ preventive, diagnostic, short-term illness plan 
consisting of at least certain benefits, more at the | 
option of the State; or a 
Long-term illness plan made up of at least certain | 
benefits, payments for which would consist of 80 per 4 | 
cent of expenditures over $250 by single individual, | 
$400 by married individual. 





Specific benefits under each of latter 2 plans as follows: { 
) days per benefit period, GO Gays 4 VEAP nis saSS Gases | Preventive, diagnostic, and short- term illness plan 
with $10 per day deductible | (PDS-T): minimum of 21 days a year. 

required for first 9 days, | 


with a minimum deductible Long-term illness plan: Minimum of 120 days per 


of $20. | year. 
or each un-§i80 days per benefit period, or | 120 days, or 2 days for each Preventive, diagnostic, and short-term plan (PDS-T): 
2 days for each unused hos- | unused hospital day. 3 days for each unused hospital day—total depend- A | 
pital day up to a total of } ing on maximum number of hospital days ap- i | 
150 units of service. proved by State. i | 
| Long- eae plan: 365 days per year. ‘ 
/3 visits fog40 visits a year. Services the PRE crag le nds atch lt Sate, aN pena PDS-T: 24 days per year. i 
‘al day. Inf) same as McNamara bill. | Long- A rm illness plan: 365 days per year. 





home-make 
ial work, et 
ion required 


WUE incsie's 4-95 08 Che 6.0 519 0 bo Full payment of surgeon's fees | PDS-T: 12 days of services per year, outside of hos- | 
pital. 
| Long-term illness plan: Optional with State. i 
y laboratonffame as McNamara bill, but | Covers only inhospital pa- PDS-T: Services up to $100 per year. | 
a_ hospital requires $20 deductible for NORE eres te Ske haces Sea Long-term illness plan: Optional with State, up to | 
or outpatieni§ each diagnostic study on an $200 per year. 
outpatient ba 





PDS-T: Not stipulated in bill; optional with State. 
Long-term illness plan: Maximum of $350 costs. 


ital; for out@Pnly drugs used in hospital. . | Only drugs used in hospital. . 
tion of sucll 
ed — | 
and kinds of | 
termined by 
after study; 





| 
| 
1 limits. | 
a lot stipulated in the bill... . Not stipulated in the bill.... | Not stipulated in bill. 
yles, 2 of Wrcreases OASDI taxable wage For OASDI eligibles, 4% of 1 Program financed by Federal matching of funds ap- 
$4,800 wages base from $4,800 to $5,000 per cent of first $4,800 propriated by each State government. Individual en- 
t after 1971% beginning with 1962; pro- wages; ¥& per cent for self- | rollment fees, based on State-determined schedule (with q 
elf-employe’@ vides for rate increase be- employed. } lowest fee not less than 10 per cent of per capita cost). 
1971. sinning in 1963 of 4% of 1 | 
per cent of first $5,000 of | 7 
employee wages; 34 of 1 | 
per cent of first $5,000 for | 
slf-employed. | 
s, from gel H | Federal share based on per capita income of each par- 
290 millions | | ticipating State, but no less than 33 1/3 nor more than 
ulready being | 66 2/3 per cent, average 50 per cent nationally. Federal 
tely $265 mil matching would be available to States on programs 
unds now ¢\ costing up to $128 per capita. State would be reim- 
., MAA, an bursed for one-half of administrative costs. 


lical program | 
w cost aboil | | 


+ $128 maximum per capita stipulated in bill, as maxi- 
mum dollar amount of benefit Federal Government will 


| 
rst year; $14@) billion, early year cost. . | $1.4 billion .... Be on | If 8% million persons participate, approximate cost 
hen fully i! | | would be: 
| ha Minimum* Maximum 
| Federal 2.3. nN $371,125,000 $528,000,000 
BE oan cs Slvcee sais $71,125,000 528,000,000 
Co ae OE EEC 742,500,000 1,056,000,000 
| * $90 per capita estimated as cost of minimum bene- 
| fits program. i 
| 
| 
: | m : share. J ; 
ent diagnosti@#!l services except nursing 1 year after enactment ...... | July 1, 1962. 
1962; hom homes, Oct. 1, 1962; nursing 
. 1, 1963; & homes, July 1, 1963. 
1, 1963; nut | | 


1964. | 
5 1 Ss en | So Se ee 


All the same as “‘Forand bill (H. R. 4700) of 86th Congress. 
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MB pr. cotpner: The classic signs and 
symptoms of hyperthyroidism are so well- 
known that they seldom pose a problem 
in differential diagnosis. There is, how- 
ever, one form of this disease which 
all too often is not readily recognized. 
This is the so-called masked hyperthy- 
roidism or apathetic hyperthyroid- 
ism. This form is rare in the juvenile 
or middle-aged population; it is rather 
common in hyperthyroidism of the aged. 
Today’s conference, which _ illustrates 
this important aspect of geriatrics, is a 
contribution to the larger problem of 
the altered manifestation of classic dis- 
eases in the aged. 

DR. HOLTZMAN: This 72-year-old wo- 
man was first admitted to the Jewish 
Chronic Disease Hospital on September 
30, 1959. Her chief complaints were 
anorexia, nausea, and marked weight 
loss of approximately one month’s dura- 
tion. 

About two months before admission, 
the patient noticed a marked decrease 
in appetite, frequent nausea, and inter- 
mittent vomiting, especially in the morn- 
ing. She said that she had lost 35 Ib. 
since the onset of her symptoms. She 
denied any abdominal discomfort and 
had noticed no change in her bowel 
movements; she did not complain of 
belching, jaundice, or dark urine. 

About three and one-half months be- 
fore this admission, the patient was hos- 
pitalized at another institution because 
of severe bronchitis and congestive 
heart failure which were treated success- 
fully. 

The patient had had hypertension 
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for about six years; there was no history 
of diabetes, tuberculosis, asthma, or al- 
lergy. The family history was noncon- 
tributory. 

The review of systems was completely 
negative. The patient slept on two pil- 
lows, but denied any dyspnea or orthop- 
nea. 

The patient was a 72-year-old, well- 
developed, well-nourished white female, 
in no acute distress. There was no ap- 
parent cyanosis, edema, or dyspnea. 
Blood pressure was 170/50/0. Pulse 
was 100 per minute and regular. The 
pupils were round, equal, and reacted 
to light. The pulsation of the neck vessels 
was prominent. No lymphadenopathy, 
thyroid enlargement, or congested neck 
veins were observed. The breasts revealed 
no palpable masses. ‘The lungs were clear 
to percussion and auscultation. 

The heart was enlarged to the left. 
A grade III systolic murmur was heard 
over the precordium and a _ diastolic 
murmur at the base of the heart, which 
was loudest over the fourth intercostal 
space to the left of the sternum. The 
diastolic murmur was also heard at the 
apex. Examination of the abdomen re- 
vealed no pathologic findings. No periph- 
eral edema of the extremities was 
found. Knee reflexes were absent and 
there were no pathologic reflexes. On 
extension of the arms, there was a 
marked tremor of the hands. 

Hemoglobin ranged between 8.5 and 
9.5 gm., with a white blood count 
around 6,000. Repeated differential 
blood counts were not remarkable. Uri- 
nalysis on admission showed an acid 
urine, a specific gravity of 1.003, no al- 
bumin, and no sugar. Microscopic ex- 
amination was negative. Repeated stool 
guaiac tests were negative, as were 
serologic tests. Electrolytes were with- 
in normal limits. Blood urea nitrogen 
ranged from 10.7 to 21.4 mg. per cent. 
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The cephalin flocculation reading was 
2+; thymol turbidity, 4.2; and alkaline 
phosphatase, 9.1. A  twenty-four-hour 
urine specimen revealed a creatinine ex- 
cretion of 456 mg. and a creatine of 807 
mg. The blood proteins were within nor- 
mal limits. An electrocardiogram showed 
left ventricular hypertrophy with digi- 
talis effect. A chest roentgenogram showed 
clear lung fields with enlargement of the 
heart to the left. Examination with bari- 
um enema showed a normal large in- 
testine. The gastrointestinal film series 
was normal. 

On admission, the patient’s medica- 
tion consisted of digitalis, phenobarbi- 
tal, and proclorperazine dimalate (Com- 
pazine). The patient has had very few 
complaints. Her appearance suggested to 
some observers the possibility of hyper- 
thyroidism. The radioactive iodine up- 
take was found to be very high, 85 per 
cent, with a borderline thyroid clear- 
ance of 52.5 cc. per minute. The patient 
was then given 25 mcg. of triiodothyro- 
nine three times a day for one week and, 
two weeks after the first test, a repeat 
radioactive iodine uptake was again 
found to be high—71.5 per cent. The 
patient has recently been given 3.7 mil- 
licuries of radioactive iodine to sup- 
press thyroid function. She has gained 
approximately 10 Ib. and feels much 
improved. 

DR. WEISENFELD: The most important 
step in making a diagnosis of hyper- 
thyroidism in an elderly individual is a 
high index of suspicion. Once the diag- 
nosis is considered, the physician starts 
looking for more clues in the history, 
in the physical findings, and in the lab- 
oratory data. It is then relatively easy 
to establish or to rule out the presence 
of thyroid hyperactivity. 

According to the patient, she has been 
well and has been told many times that 
there was nothing wrong with her heart 
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except for hypertension. As far as she 
knows, she was well until last winter 
when she contracted bronchitis and had 
some coughing and gagging. She re- 
sponded well to therapy, but a second 
episode of illness occurred in August, 
and she was seen by her private physi- 
cian for what was described as dyspnea, 
tachycardia, nausea, intolerance to food, 
and some vomiting. For the first time, 
the patient also noted trembling of the 
hands. The vomiting, which was the 
outstanding symptom, progressed in se- 
verity, at first occurring occasionally 
and then as often as three times a day, 
so that in one month she had a weight 
loss of 35 lb. The tachycardia apparent- 
ly did not respond to digitalis, and the 
patient was placed on quinidine. 

She required hospitalization, and was 
transferred to this hospital after three 
weeks at another institution. Quinidine 
was discontinued at the other hospital 
because of the onset of diarrhea which 
stopped when quinidine was with- 
drawn. The gastrointestinal and _gall- 
bladder roentgenograms and intravenous 
pyelograms were normal. Blood pressure 
at that time was 210/60/0. The diagnosis 
was possible rheumatic or hypertensive 
heart disease and possible neoplasm. The 
question of hyperthyroidism was not 
raised. 

When the patient was admitted to this 
hospital, there were two main diagnos- 
tic problems: (1) the nature of her heart 
disease and (2) the cause of the gastro- 
intestinal symptoms and weight loss. In 
a woman of advanced age, the gastric 
symptoms, anemia, marked weight loss 
and anorexia should evoke a strong sus- 
picion of gastrointestinal neoplasm, yet 
no such evidence had been found. In 
view of the patient’s appearance, trem- 
ors, persistent tachycardia unresponsive 
to digitalis, high pulse pressure, and 
weight loss, the diagnosis of hyperthy- 
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itself, a 
which was quickly confirmed by the tests 
described in the case history. 

The problem in this case is one of 
masked hyperthyroidism and, as I said, 
the most important determining factor 
in the diagnosis is the high index of 


roidism suggested diagnosis 


suspicion. In recent years, this diagnosis 
has been unmasked, so to speak, for it 
is now being made quite frequently. We 
have better tests available and can prove 
the diagnosis more conclusively than we 
could before. But it is due also to the 
physician’s greater awareness of the thy- 
rotoxic syndrome in the aged. 

The term masked hyperthyroidism 
arises from the fact that the patient ex- 
hibits symptoms of one system primarily, 
without the usual overactivity and hyper- 
metabolic symptoms characteristic of 
classic hyperthyroidism. If attention is 
focused on the involved system alone, the 
underlying hyperthyroid state may be 
overlooked, particularly since the thy- 
roid gland is often not enlarged in older 
people. 

The patient most commonly exhibits 
cardiac symptoms which are often as- 
sociated with some organic cardiac dis- 
ease, so that, even after the hyperthy- 
roidism has been treated, there may be 
residual evidence of cardiac disease, 
which will then respond much more 
readily to specific therapy. 

Some thyrotoxic patients may have gas- 
trointestinal complaints; diarrhea may 
be the single presenting symptom. In 
older patients, anorexia, nausea, and 
even vomiting are not uncommon, but 
less frequent. 

Masked hyperthyroidism may also ap- 
pear as an almost typical picture of 
muscular atrophy, although this is much 
less common. Diabetes mellitus may be 
picked up for the first time as a result 
of hyperthyroidism and may disappear 
as the hyperthyroidism is treated. 
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In this case, once the diagnosis was 
suspected, other symptoms and findings 
were elicited which were not previously 
noted. She had preferred cold weather 
for at least the last five or six years and 
she dressed very lightly in the winter. 
In itself, this may not be significant but, 
in conjunction with other symptoms, it 
increases the suspicion of hyperthyroid- 
ism. The patient also remarked that, 
every summer during hot weather, her 
chief complaint was loss of appetite. 
This is of interest in that her most re- 
cent episode of anorexia, vomiting, and 
weight loss began in August. The typi- 
cal hyperthyroid patient may lose weight 
but maintains a good appetite. However, 
in a fairly large proportion of older 
patients, there may be anorexia or even, 
as this patient demonstrated, some vom- 
iting. The very sight of food disturbs 
them. 

Upon further questioning, we learned 
that this patient has 2 brothers with 
goiters. A familial history of thyroid dis- 
order is not uncommon. 

Upon re-examination, a slightly en- 
larged thyroid gland was noted. The pa- 
tient denies any subjective palpitations, 
dyspnea, or diarrhea except for the one 
episode which was probably related to 
administration of quinidine. She has ob- 
served no changes in her skin, hair, or 
eyes. This, again, is typical of the elderly 
hyperthyroid patient. These thyrocardiac 
patients, if we may call them such, are 
usually alert, whereas the usual cardiac 
patient may be fairly sluggish and fa- 
tigued. They present a clear, distinct 
history, are cooperative, and, although 
they do not exhibit the overactivity that 
may characterize a young person, they 
are active for their age. This was another 
reason for suspecting the diagnosis in 
our patient. She has also the velvety soft 
skin recognizable to those who have had 
experience with this disease. 
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Thus, we have an elderly woman 
with masked hyperthyroidism who 
showed primarily gastrointestinal and 
cardiac symptoms. The thyroid disorder 
probably accounts completely for the 
gastrointestinal symptoms but only par- 
tially for the cardiac findings. There is 
undoubtedly underlying organic heart 
disease which has been aggravated by 
the hyperthyroidism. 

This patient has all of the findings 
of aortic insufficiency. Roentgenograms 
revealed left ventricular enlargement 
and a dilated thoracic aorta and the 
electrocardiogram showed left ventricu- 
lar hyperthrophy. Aortic insufficiency, 
whether caused primarily by lues, rheu- 
matic heart disease, or hypertension, is 
consistent with long life until the onset 
of congestive failure. I wonder whether 
she ever had true congestive heart fail- 
ure. 

Her tachycardia did not respond 
to digitalis, which is characteristic of the 
tachycardia of thyrotoxicosis. The sys- 
tolic murmurs, the vigorous, rapid heart 
action, and even the very wide pulse 
pressure may be solely or partly the re- 
sult of thyrotoxic heart disease. I be- 
lieve, therefore, that until her thyroid 
condition has subsided, the heart dis- 
ease will be difficult to evaluate. 

In regard to radioactive-iodine tests 
of thyroid function, we do 3 tests with 
1 dose of radioiodine. The I'*! is given 
intravenously and is followed by im- 
mediate counting over the thyroid gland 
for thirty minutes. Thus, we can calcu- 
late the thyroid clearance within one 
hour and can get a good idea of the 
level of thyroid function. This is fol- 
lowed by measurement of the twenty- 
four-hour thyroid uptake and a seventy- 
two-hour estimation of protein-bound 
[131 per cent of dose per liter. Since, in 
this patient, only the twenty-four-hour 
uptake was quite high and the other 
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tests only slightly elevated, a thyroid 
suppression test was done using 75 yg. 
of triiodothyronine for one week. Re- 
ports of any increase of cardiac difficulty 
at this dosage have been rare. However, 
should this occur, the effect of the drug 


disappears twenty-four to forty-eight 
hours after discontinuation, since it is 
rapidly metabolized. This is in contrast 
to the use of desiccated thyroid extract, 
the effect of which may not be dissipated 
for.as long as two weeks. At present, 
the thyroid suppression test is considered 
one of the most accurate diagnostic tests 
for hyperthyroidism. The normal, but 
not the hyperthyroid gland, will pick up 
less [181 after triiodothyronine has been 
administered for about one week. In 
this patient, the test confirmed the sus- 
pected hyperthyroid condition. She was 
given 3.7 mc. of radioiodine as a thera- 
peutic dose and has already shown great 
improvement. It is expected that she 
will continue to improve. The patient 
wishes to go home, but she will be ob- 
served in the out-patient clinic. 

DR. SHEINTOCH: Would the fact that she 
had an intravenous pyelogram and gall- 
bladder films two months ago invalidate 
the test results? 

DR. WEISENFELD: In general, such ex- 
aminations may seriously impair the re- 
liability of the I'*! test in euthyroid 
and sometimes in hyperthyroid patients, 
if done during the previous week or two. 
However, hyperthyroid patients ap- 
parently return to their previously high 
level of uptake much more rapidly than 
the euthyroid patients. There is tremen- 
dous variability as to the time radioac- 
tive iodine uptake is affected by x-ray 
studies utilizing organic iodide com- 
pounds. Serial studies have shown that, 
with good renal or gallbladder function, 
the I'*1 uptake in some patients may re- 
turn to normal within one to three 
weeks after an intravenous pyelogram 
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or a gallbladder study. However, with 
poor gallbladder function, this may be 
delayed for one year or more. This, then, 
is very variable. If the test results in 
this patient had been very low, in view 
of the clinical picture, they would have 
had to be discarded, but they were con- 
sistent with the clinical picture, which 
is still the most important diagnostic 
criterion. 

DR. SLATER (consultant cardiologist): I 
have had considerable experience with 
the appearance of symptoms suggesting 
a complicating overactive thyroid gland 
in patients with hypertension, rheumatic 
heart disease, or heart disease of any 
other nature. I agree heartily that we 
should be very alert in all cases of heart 
disease in which there is loss of weight, 
poor response to digitalis, or unex- 
plained tachycardia. I have seen at 
least 15 to 20 such patients who were 
treated successfully with radioactive io- 
dine and were relieved of all cardiac 
symptoms. This was a most rewarding 
experience. The general assumption that 
hyperthyroidism is rare in elderly pa- 
tients is erroneous. It occurs more fre- 
quently than is generally believed, par- 
ticularly in women. 

QUESTION: Can we really prove that 
there is hyperthyroid heart disease here? 
Shouldn’t the patient be fibrillating? 

DR. WEISENFELD: Yes, that is usually 
true, especially if she had rheumatic 
heart disease to begin with, but it is 
not necessarily the case. She had a defi- 
nite aortic diastolic murmur, and, al- 
though the thyroid overactivity may pro- 
ducé all the systolic murmurs we have 
here, as well as a rapid circulation time 
and high pulse pressure, in itself it does 
not cause aortic insufficiency with an 
aortic diastolic murmur. I believe that 
she does have an organic lesion. I do 
not think she has had any significant 
symptoms from the lesion in the past 
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and I doubt that she was in real conges- 
tive failure at any time. 

DR. GOLDNER: In summarizing this con- 
ference, I should like to emphasize once 
more that the differential diagnosis of 
thyrotoxicosis in the elderly patient is 
often rather difficult. The older per- 
son seldom exhibits the classic signs 
and symptoms of hypermetabolism with 
exophthalmos, weight loss, tremor, and 
agitation. The disease frequently appears 
in its lesser known, so-called apathetic 
form, which is illustrated so clearly by 
our patient. Here, the predominance of 


signs and symptoms related to any one 
system may obscure the underlying eti- 
ologic process and thus delay therapy. 
Since this form of hyperthyroidism is 
as responsive to specific treatment as the 
classic form, it is most important that 
the physician be acquainted with its 
many manifestations. Whatever progress 
medical science has made in diagnostic 
and therapeutic procedures, they can be 
employed to the benefit of the patient 
only if and when the attending physician 
is aware of all the possible causes re- 
sponsible for the presenting symptoms. 








10 DESCRIBE histologic findings in the livers of aged human beings, a 
study was made of the histologic sections of livers from 56 autopsied 
cases of traumatic deaths. Two age groups were studied: the 20- to 30- 
year group, with 26 cases, and the group 60 and over, with 30 cases. 

The most characteristic and consistent changes found to be present 
in the aged liver were variations in parenchymal cell size, in nuclear 
size, and in color staining. Previously demonstrated senile hepatic 
changes which are confirmed by the study include:(1) giant paren- 
chymal cells; (2) giant, hyperchromatic, irregularly-shaped, aberrant 
nuclei in the parenchymal cells; (3) multiple nucleoli—5 to 15—with- 
in the giant nuclei; (4) large, round or oval, poorly-staining, homo- 
geneous-appearing inclusion bodies within cell nuclei; (5) binucleated 
cells; and (6) clear perinuclear zone. The study confirms earlier ob- 
servations that there is no increase in connective tissue stroma in the 
normal aged liver. No periportal cellular infiltrations related to senility 
were noted. 

While aging liver changes often correlated with chronologic age, 
such changes were occasionally present in cases from the younger age 
group. At times, the histologic findings were indeterminate and, in a 
very few cases, were completely uncharacteristic. 

The presence of organic liver disease did not increase the incidence 
of senile liver changes. Thus, changes of aging in the liver would 
seem to be caused, not by unusual hepatic trauma over a lifetime, but 
by some universal process. The cause and effect of these hepatic 
changes, which occur with aging, are as yet completely unknown. 


R. D. CARR, M. J. SMITH, and P. G. KEIL: The liver in the aging process. A.M.A. Arch. 
Path, 70: 15-18, 1960. 
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CURRENT COMMENT 





Fifty years of health progress 


MH All geriatricians will be interested in 
the January 1961 number of the Statis- 
tical Bulletin Metropolitan Life Insur- 
ance Company. There one reads that the 
death rate among the policy holders in 
1960 was only about half that of 1911. 
With the adjustment made for the in- 
crease in the average age of the insured, 
the current death rate is not quite one- 
third of that of 1911. During 1960 there 
were some 108,000 deaths among the 
company’s industrial policy holders. If 
the mortality rate in 1960 had been the 
same as in 1911, there would have been 
289,000 deaths. Hence it is that, in 1960, 
some lives were greatly lengthened. 

As many know, the improvement in 
mortality been 


rate has 


women than for men at every period of 


greater for 


life. This drop in mortality for women 
throughout their life amounted to some 
70 per cent between the years 1911 and 
1960; for men, the drop was only 53 
per cent. 

The control over the infectious diseases 
that has been gained accounts for most 
of the remarkable lowering of mortality 
in the past half-century. To illustrate, 
in 191] 
cause of death among the company’s 


tuberculosis was the leading 


industrial policy holders, with a rate of 
255 per 100,000. By 1960, the rate was 
little more than 5 per 100,000. The mor- 
tality from pneumonia and influenza in 
1960 was about one-sixth of that in 1911. 
Big gains, of course, have been scored 
against the 4 principal communicable 
diseases of childhood—measles, scarlet 
fever, whooping cough, and diphtheria. 


The rate for polio has decreased from 
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the rate in 1911 of 1.6 per 100,000 to 

the present rate of 0.1 per 100,000. 
Childbearing is safer now than it ever 

was. In 1960 the death rate from com- 


plications of pregnancy and childbirth 
was 0.6 per 100,000, while in 1911 it 
was 19.8 per 100,000. 

In 1960, the cardiovascular-renal dis- 
eases accounted for more deaths among 
the industrial policy holders than did all 
the other causes combined. Diseases of 
the heart, largely arteriosclerotic heart 
disease, were responsible for three- 
fourths of the mortality from the cardio- 
vascular-renal diseases as a group, and 
for two-fifths of the mortality from all 
causes. It is not possible to obtain a 
comparable series of death rates for this 
group of diseases over the past fifty 
years. One reason is that there has 
doubtless been a much better diagnos- 
ing of coronary heart disease than ever 
before. Unfortunately, this diagnosing 
is still far from perfect. Often when the 
patient is staggered by a “little stroke” 
and there is doubt about what hap- 
pened, the doctor knows it is better to 
call it a heart attack; this diagnosis is 
fashionable, while the word ‘“‘stroke’’ is 
much disliked by many families. 

Cancer ranked second to heart disease 
as the cause of death. Three out of 4 
deaths among the policy holders were 
due to cancer or to cardiovascular-renal 
diseases. ‘The recorded death rate from 
cancer has doubled in the period under 
review, but part of this rise can be 
attributed to the increase in the average 
age of the policy holders, and part to 
the more accurate diagnosis and report- 
ing of today. 

The mortality from diabetes has _ re- 
mained about the same, or about 15 per 
100,000. 

According to provisional mortality 
data for 1960, the average length of life 
or expectation among the company’s in- 
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dustrial policy holders was 70.6 years 
which can be compared with 46.6 years 
in 1911-1912. This is a gain of 24 years. 
However, it is worth noting that since 
1950 the increase has amounted to only 
2.3 years—the smallest gain so far. 
WALTER C. ALVAREZ, M.D. 


Professional cooperation in 
the home management 
of older patients 


fj I am glad to see that health and wel- 
fare agencies are learning to work to- 
gether in geriatric service. As Dr. Rob- 
ert Sutherland, director of the Hogg 
Foundation for Mental Health of the 
University of Texas, Austin, indicates, 
“interdisciplinary” is a popular term 
not only in medical research, but also 
in the work of professional health serv- 
ices. 

The Hogg Foundation is supporting 
an important pilot program initiated by 
the Visiting Nurse Association of Hous- 
ton. This program sought to answer the 
question of whether public health 
nurses, by consultation with psychiatric 
case workers, could increase their insight 
and skill in dealing with the emotional 
problems of their patients. This is par- 
ticularly important in the home care of 
older patients. The answer to the ques- 
tion is an emphatic “yes.”’ The effective- 
ness of some 24 staff nurses was greatly 
facilitated by consultation with psychi- 
atric case workers, so that an average of 
over 360 cases per month were satisfac- 
torily managed. 

I find this very heartening. It indicates 
the kind of success that can come when 
imagination is applied to problems that 
sometimes seem to be unanswerable. 
The brief report on this Houston pro- 
gram, prepared by Mignoette T. Rader 
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and Abbie G. Whidden, is mainly on 
the basis of results achieved, but it also 
indicates possibilities for future coordi- 
nated service. 

Some of the illustrative cases are illu- 
minating. Consider the old professor of 
English who was dying of cancer. His 
daughter, who quit her job and _ post- 
poned her marriage in order to nurse 
him, was in need of psychologic support 
as much as the father. Alone with her 
seriously ill father, she often resented 
her continued restriction to the home 
and felt guilty as a result. Her father, 
however, was totally dependent on her. 
He had many friends, but he would not 
permit them to see him emaciated and 
bedridden. Since the physician felt that 
there was nothing further that could be 
done, the father and the daughter were 
left alone most of the time. Only the 
visiting nurse, who came three times a 
week to dress the lesions, linked father 
and daughter to the outside world. 

The nurse and psychiatric caseworker 
discussed this family situation together 
as a result of the increasing anxiety and 
tension that was developing. The nurse 
tried to spend as much time with the 
daughter as with the patient. Visiting in 
the kitchen over coffee, the daughter was 
able to relax and to reveal some of her 
anxieties, while at the same time gain- 
ing support for the good work that she 
was doing. With this support from the 
nurse and the psychiatric caseworker 
consultant, both the patient and_ his 
daughter felt that they were no longer 
alone, and the daughter was enabled to 
continue her daily nursing until her fa- 
ther’s death. 

This sort of coordination between vis- 
iting nurses and psychiatric caseworkers 
was carried forward by group sessions, 
individual case consultations, and occa- 
sional visits by the consultant with the 
nurse in a specific case. Nurses were 
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aided in keeping up with difficult jobs, 
and wholesome rapport was obtained 
with the patient and with the patient's 
family. The program may now be ex- 


tended to possible rehabilitation. 

The Houston experiment clearly dem- 
onstrated that a coordinated program 
with psychiatric caseworkers can defi- 
nitely result in better management of 
chronic illness, particularly among older 
people. It is likely that similar coopera- 
tive efforts among the various health 
professions and health services can result 
in marked improvement in the home 
management of elderly patients. 


CHAUNCEY D. LEAKE 


Climate affecting 


blood pressure 


Mi Just received is a report on “Blood 
Pressure and Sub-arctic Climate in the 
Soviet Union” by Dr. B. Hoffmann. It is 
in reports of the Oste-Europa Institute 
of the Berlin Free University, number 
38, published by Professor Max Brandt 
of Berlin in 1959. It is well to study the 
influence of severe cold on blood pres- 
sure. The author concludes that there 
are daily and seasonal fluctuations in 
blood pressure, and these can be affected 
by changes in the weather. As one might 
expect, exposure to the cold of the arctic 
air masses leads to a rise in blood pres- 
sure, while exposure to warmth lowers 
the blood pressure. A study of the litera- 
ture has been made. No permanent 
change of blood pressure due to the sub- 
arctic climate could be shown. 


WALTER C. ALVAREZ, M.D. 


The prevention of little strokes 


aq Dr. Benjamin McConnell of Florida 
claims that “little strokes’ are often 
caused by blood seepage from tiny capil- 
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laries and arterioles. He thinks that this 
results from gradual lack of cellular 
sticking in these blood vessels and that 
it can be prevented by giving appropri- 
ate flavonoid drugs. These are the agents 
which are related to ascorbic acid and 
are sometimes called the vitamin Ps. Dr. 
McConnell reports that he gave some 
89 patients, who had previous strokes, 
water soluble bioflavonoids to strength- 
en the walls of their blood vessels. In a 
one- to five-year observation period, 
these 89 patients suffered only three 
little strokes. During the same time, 62 
other similar patients who were receiving 
no bioflavonoid therapy suffered 18 se- 
vere strokes and 12 little strokes. Pre- 
ventive medicine may become increasing- 
ly important in the care of older people 
as this report suggests. 

CHAUNCEY D. LEAKE 


Sludged blood 


MM I have recently been reading a num- 
ber of articles by Dr. Melvin H. Knisely 
of the Medical College of South Caro- 
lina in Charleston. For years, he has 
been studying the tendency of blood to 
sludge in terminal arterioles, capillaries, 
and venules. In the last fifteen years, in- 
vestigators have studied this sludging in 
the blood vessels of thousands of sick 
and injured patients. Many have report- 
ed the associated multiple minute em- 
bolisms, the pluggings and thromboses, 
which produce stoppage of the circula- 
tion in tiny areas. These pluggings can 
cause a lot of trouble, particularly in the 
nervous system where neurones can die 
within a few minutes after their blood 
supply is cut off. Dr. Knisely feels that 
this sludging of blood often must have 
much to do with aging. One would ex- 
pect it to have much to do with produc- 
ing a high red-blood sedimentation rate. 


WALTER C. ALVAREZ, M.D. 
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IT MAY BE EARLY OSTEOARTHRITIS 


The favored corticoid-salicylate compound. For more effective and comprehensive, 
yet conservative, treatment than either steroids or salicylates alone...the outstanding anti-in- 
flammatory effect of prednisone’...the supportive antirheumatic action of aspirin??.to bring rapid 
pain relief and quiet the inflammatory process. SIGMAGEN offers less likelihood of treatment- 
terminating side effects.? SIGMAGEN is available in bottles of 100 and 1000. 


METICORTEN® (prednisone) safer, reduced dosage.........see0s eT Te i 
Acetylsalicylic acid supportive anti-inflammatory-analgesic 
Aluminum hydroxide a buffer for better toleration 

Ascorbic acid anti-stress supplementation 


References: 1. Cohen, A., et al.: J.A.M.A.-165:225, 1957. 2. Spies, T. D., et_al.: J.A.M.A. 159:645, 1955. 
3. Stecher, R. M.: Panel Discussion, Ohio M. J. 52:1037, 1956. 
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Purpose of the Test 

This simple office or bedside procedure provides 
the physician with a diagnostic means for evalu- 
ating the adequacy of the collateral circulation 
bypassing an arterial obstruction. A good clin- 
ical correlation exists between a continuous 
arterial bruit, heard over a point of partial ar- 


terial obstruction, and inadequate collateral 


circulation.* 


Performance of the Test 


Auscultate for bruit in 
the femoral triangle 
over the inguinal liga- 
ment, in the popliteal 
space, or over the axil- 
lary or brachial artery. 
If a bruit is present, its 
duration in relation to 
the cardiac cycle is the 
significant finding. If no 
bruit is heard when the 
patient is at rest, he 
should be exercised by 
running in place for a 
few minutes, or until he 
complains of claudica- 
tion. Auscultation of the 
areas is then repeated, 
and the presence and 
timing of any bruits 
again noted. 





Site of femoral bruit over 
inguinal ligament. 


Interpretation. of 

the Test 

Continuous bruit, audi- 
ble throughout both 
systole and diastole, 
indicates poor collateral 
circulation. 





Site of popliteal bruit 
popliteal fossa. 
Systolic bruit, heard only during systole, which 
remains the same or decreases following exer- 
tise, indicates good collateral circulation. Bruit 
heard only in systole with patient at rest, but 
which becomes continuous following exercise, or 
inereases in intensity, suggests that collateral 

circulation is minimal. 


Early estimation of the collateral circulation 
permits a more complete diagnosis of the arterial 
insufficiency. Treatment can thus be more accu- 
rately individualized—improving likelihood of a 
favorable response to therapy. 


‘Murdaugh, H. V., Jr., and McIntosh, H. D.: New England J. Med. 
#59:1170-1171 (Dec.) 1958. 





timing arterial bruit aids early diagnosis 
of collateral circulation in peripheral vascular disease 


VASODILAN IS CLINICALLY EFFECTIVE 


The average “maximal walking distance, meas- 
ured in 41 patients, more than doubled...during 
isoxsuprine [VASODILAN] therapy....’’! 


“Tsoxsuprine hydrochloride [VASODILAN] was 
administered orally for a median period of seven 
months to 46 patients suffering from arterio- 
sclerosis obliterans. Objective improvement 
could be demonstrated in 39 (about 85 per cent) 
of these.’ 


“With strictly a clinical office approach, isox- 
suprine [VASODILAN] was used in the treatment 
of 100 patients with peripheral vascular dis- 
orders. Definite clinical improvement was ob- 
tained in 89 per cent of these patients.’ 


VIRTUALLY NO SIDE EFFECTS WITH ORAL DOSAGE'* 


In a study of 100 patients, ‘“‘on an oral dose...no 
side effects have occurred.” “With oral adminis- 
tration, there are no contraindications.”! “There 
were no significant side-effects or phenomena sug- 
gestive of the existence of contraindications.’” 


Contraindications: There are no known contraindications to 
oral administration of VASODILAN in recommended doses. 


Cautions: VASODILAN should not be given immediately post- 
partum or in the presence of arterial bleeding. Parenteral 
administration is not recommended in the presence of hypoten- 
sion or tachycardia. Intravenous administration is not recom- 
mended because of the increased likelihood of side effects. 


Side effects: Few side effects occur when given in recommended 
oral doses. Occasional palpitation and dizziness can usually be 
controlled by dosage adjustment. Single intramuscular doses of 
10 mg. or more may result in hypotension or tachycardia. 


Dosage and administration: Oral—10 to 20 mg. (1 to 2 tablets) 
t.i.d. or q.i.d.; IL.M.—5 to 10 mg. b.i.d. or t.i.d. 


Supplied: 10 mg. tablets in bottles of 100; in 2 cc. ampuls con- 
taining 10 mg. (5 .mg./cc.) for intramuscular use, boxes of 6. 


For complete details on indications, dosage, administration, and 
clinical background of VASOoDILAN, see the brochure of this 
product available on request from Mead Johnson Laboratories, 
Evansville 21, Indiana, 


References: (1) Kaindl, F; Samuels, S. S.; Selman, D., and 
Shaftel, H.: Angiology 10 :185-192 (Aug.) 1959. (2) Samuels, S. S., 
and Shaftel, H. E.: J.A.M.A. 171:142-144 (Sept. 12) 1959. (3) 
Clarkson, I, S., and Le Pere, D. M.: Angiology 11:190-192 (June) 
1960. 29961 
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Welfare Policies 


TO THE EDITORS: 
In his letter to the editors (Geriatrics 16: 
58A, 1961) Dr. Edward Palmer correctly 
quoted my article in the April issue of 
Geriatrics, “Welfare Policies Relating to In- 
come and Tax Status of the Aged.” My 
statements that we do not have complete 
knowledge of the income and tax status of 
the aged are correct. In fact, one of the 
points I emphasized in my article is the 
need for more information on the subject. 
Dr. Palmer that, be- 
cause we do not have complete information 
about the income of the aged and about 
the taxes they pay, we do not know whether 
the majority of the aged have sufficient re- 
sources. In the absence of total knowledge, 
he suggests further that no treatment of 
the economic ills of the aged can be offered. 
There are more than enough data to 
prove beyond any doubt that the aged 
generally have very low incomes. I quote 
from my own article (p. 194) one section 
Dr. Palmer have overlooked in his 
first reading: “About three-fifths of all per- 
sons age 65 and over had less than $1,000 
income in 1957, and another one-fifth re- 
ceived $1,000 to $2,000. Nearly one-half of 
all aged couples without relatives in the 
household received $2,000 in 
1956.” The Bureau of the Census, the Fed- 
eral Reserve Board, the Health Information 
Foundation, and many other agencies have 
published a great deal of data that rein- 
force the point. 


appears to believe 
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Re Dr. Palmer’s second point, I should 
like to suggest to him that what the Su- 
preme Court has said about whether social 
security is insurance is in the record and 
is quite easy to check. Since some who, 
in arguing that social security is not in- 


much ado about the Su- 
preme Court decision on Flemming vs. 
Nestor—the case that Dr. Palmer refers to— 
I should like to note that the Supreme 
Court said “. . . the social security system 
may be accurately described as a form of 
social insurance .. .” This is exactly what 
I said and what Dr. Palmer disputes—that 
social security is social insurance. In quot- 
ing Dillard Stokes, Dr. Palmer only points 
up the fact that social is dif- 
ferent from private insurance. I am _ not 
aware that anybody has ever questioned 
that. 

However, let me assure Dr. Palmer and 
reassure the millions of persons protected 
under social security that, though social in- 
surance is not private insurance, their rights 
are—permit me again to quote the Supreme 
Court—“‘of sufficient substance to fall within 
the protection from arbitrary governmental 
action afforded by the Due Process Clause.” 
WILBUR J. COHEN 
Washington, D.C. 


surance, make 


insurance 


Age and Crime 


TO THE EDITORS: 

In reference to the article on “Age and 
Crime,” in the April 1961 issue of Geri- 
atrics, by Drs. Adams and Vedder, the 
authors seem to imply that, since the “fail- 
ure of the aged to find satisfaction for their 
basic needs—emotional security and _affec- 
tion, social recognition and status, a sense 
of worth and self-respect, and adequate ma- 
terial possessions—leads to physical and 
mental distress,” it therefore leads to crime 
because of their “failure of adjustment” due 
to aging. If this implication of the authors 
were to stand, this would indicate an 
adynamic perception of most of our per- 
sonality theories of whatever schools (ana- 
lytic, Gestalt, and so on), the authors being, 
respectively, a medical man and a criminol- 
ogist. I submit that such a theory, admitted- 

(Continued on page 72A) 
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Widely used to control Parkinsonoid side effects of phenothiazine therapy, 
ARTANE is outstanding for sustained relief of rigidity and tremors, with 
little or no risk of further complications. ARTANE can oftén extend the 
usefulness of tranquilizers by minimizing the need to reduce or discontinue 
effective dosage. Supplied: Tablets, 2 mg. and 5 mg.; Elixir, 2 mg./5 cc. tsp. 
Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle Representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York (QD 
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Mellaril 


THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 





and ‘‘screens out” 
certain side effects 
of tranquilizers, 


making it ATION 
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“The value of the phenothiazines as tranquilizers has been established. [However] many 
distressing side effects have been reported with these drugs. ... Thioridazine [Mellaril] 
is as effective as the best available phenothiazine, but with appreciably less toxic 
effects than those demonstrated with other phenothiazines.”' 


in Geriatrics “This is the third time the authors have evaluated a tranquilizer 
in a geriatric group. Our feeling is that Mellaril is superior to the other two, both 
of which were phenothiazine derivatives.’ 


Mellaril is indicated for varying degrees of agitation, apprehension, 
and anxiety in both ambulatory and hospitalized patients. 





Usual starting rome Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic ORIGINAL 
patients — 100 mg. t.i.d. a —ogl ' 
Dosage must be individually adjusted until optimal response. Maximum pel 
recommended dosage: 800 mg. daily. Supply: Mellaril Tablets, 10 mg., 

25 mg., 50 mg., 100 mg. 

1. Ostfeld, A. M.: Scientific Exhibit, fevorioen ge of General ape. =P 


Francisco, April 6-9, 1959. 2. Judah, , Murphree, and Seager, L.: Am. 
Psychiat. 115:1118, June 1959. 
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ly a hypothesis by the authors, is not sup- 
ported by criminologists and allied profes- 
sionals at large. 

The authors’ adynamic point of view is 
expressed, for instance, in their assumption 
that criminality is “like neurosis,” appar- 
ently meaning that criminality and neurosis 
are two distinct etiologies rather than the 
former being a syndrome of the latter. 

While the authors apparently do not wish 
to give the impression that there is a change 
in the older prisoner group which is statis- 
tically significant, nevertheless, the tables 
seem to indicate this; however, even if the 
figures were static, the validity—on the basis 
of one, even though “large,’’ prison—could 
be questioned, the more so since the statis- 
tics of the prison population of the State of 





DR. ADAMS REPLIES: 
In answer to Dr. Illing’s letter, may I say 
that my article, “Age and Crime,” was not 
intended as a discussion of the factors of 
causation of crime. There is no statement 
expressed and no implication-intended that 
failure of the aged to find satisfaction for 
their basic needs is a cause of crime. Some 
individuals use that failure 
rationalization. 


may in their 

Criminality is not a syndrome of neurosis. 
There is a clear distinction between the 
two entities. Many criminals, especially of 
the professional group, are well adjusted 
within their own society; conversely, many 
persons with neuroses are not criminal. 

The figures have been checked repeatedly 
and are correct. There are several factors 
which might contribute to a discrepancy 
in the figures of Florida and California. 
One factor might well be the provision 


California will reveal a downward trend in 


the aging group. 


of psychiatric treatment for many of the 
older individuals in preference to a prison 
sentence. California is one of the leaders 
in progressive correctional methods. 


HANS A. ILLING, PH.D. 
Los Angeles 
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vasodilator 


MENIC combines the mutually enhanc- 
ing action of the effective analeptic, pentylenetetrazole, with the 
proven cerebral vasodilator, nicotinic acid. 


Each scored tablet contains 
pentylenetetrazole 100 mg. 
(1% gr.) nicotinic acid 50 
mg. (5/6 gr.) in bottles of 100 
and 500 tablets. Usual dose: 
2 MENIC tablets t.i.d., p.c. 


Literature and samples 
available upon request. 


MENIC acts to increase oxygen and blood 
supply to the brain and so helps to overcome the cerebral ischemia 
and hypoxia responsible for many senility symptoms. Produced 
physical, mental and social improvement.! Menic makes possible a 


more comfortable, happier life. 
1. Levy, S.: J.A.M.A. 153:1260, 1953. 
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A SAVINGS ACCOUNT 
HELPS PROVIDE A SECURE FUTURE 
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mineral-vitamin- ae ~ > ce = yo ie — 
HELP 1 PROVIDE A HEALTHY ONE 


by supplying a dependable source of vitamins, minerals, hormones, and 
digestive enzymes. 


e vitamins to help maintain cellular function and to prevent and correct 
vitamin deficiencies 


e digestive enzymes to aid in offsetting decreased natural production 


e gonadal hormones to stimulate metabolism and help prevent or correct 
protein depletion states 


Each ELDEC Kapseal contains vitamins—1,667 units A, 0.67 mg. B: mononitrate, 0.67 mg. Bz, 0.5 
mg. pyridoxine hydrochloride, 0.033 N. E Unit (Oral) B:z with intrinsic factor concentrate, 0.1 mg. 
folic acid, 33.3 mg. C, 16.7 mg. nicotinamide, 10 mg. dl-panthenol, 6.67 mg. choline bitartrate; 
minerals — 16.7 mg. ferrous sulfate (exsiccated), 0.05 mg. iodine (as potassium iodide), 66.7 mg. 
calcium carbonate; digestive enzymes —20 mg. Taka-Diastase® (Aspergillus oryzae enzymes), 133.3 
mg. pancreatin; amino acids—66.7 mg. l-lysine monohydrochloride, 16.7 mg. dl-methionine; 
gonadal hormones — 1.67 mg. methyltestosterone, 0.167 mg. Theelin. 


Indications: To supplement other sources of vitamins, minerals, hormones, digestive enzymes, 
and amino acids. 
Dosage: One Kapseal three times daily before meals, Female patients should follow each 21-day 


course oc with a 7-day rest interval. 
Precaution: Contrsindicabed in patients wherein estrogen or androgen therapy should not be used, 
as in carcinoma of the breast, genital tract, or prostate, and in patients with a familial tendency to 
these types of malignancy; give cautiously to females who tend to develop excessive hair growth 
or other signs of masculinization. 
Packaging: ELDEC Kapseals are available in bottles of 100. ara 
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Bacterial Endocarditis in Old Age 

J. WEDGWOOD. Geront. clin. (suppl.) 3: 11-23, 1961. 
Diagnosis of subacute bacterial endocarditis 
in old age is often difficult; the disease runs 
a quieter, more insidious course than in 
younger patients, and classical signs are 
often absent. 

Commonest symptoms are those of tox- 
emia—weakness, tiredness, malaise, anorexia, 
and loss of weight. Confusional states are 
often seen. Persistent pain is a frequent 
principal symptom, being obviously embolic 
in some but less specific, simulating sciatica 
or lumbago, in others. Fever, sweats, chills, 
dyspnea, cough, skin rash, hematuria, and 
melena may be noted. 

Weakness, anorexia, and loss of weight 
may be erroneously ascribed to carcinoma 
of the stomach. Confusional changes may 
be incorrectly attributed to cerebral arterio- 
sclerosis. Pain in the back, legs, or abdomen 
is liable to be dismissed as caused by spon- 
dylitis or metastasis. 

Fever is usually present, although often 
intermittent and not very high. Isolated 
readings often are normal. Signs of valvular 
heart disease, usually mitral incompetence, 
occur in almost all cases. Pallor, clubbing 
of fingers, palpable spleen, petechiae, and 
signs of embolism should be sought for 
but are often absent. 

The 


practically always elevated. Hemoglobin is 


erythrocyte sedimentation rate is 
usually slightly diminished. Blood cultures 
establish the diagnosis, and may be positive 
with little or no fever. 

While no obvious precipitating cause for 
the infection may be found in many pa- 
tients, any dental extraction or procedure 
likely to cause a bacteremia should be ade- 


quately covered by penicillin and the first 


7T4A 


injection should be given just before opera- 
tion. Of equal importance is prevention of 
bacteremia after instrumentation of the uri- 
nary tract or lower bowel. 

Of 13 patients over 60 years of age with 
subacute bacterial endocarditis, 9 were con- 
firmed by blood culture and treated and 4 
were confirmed by unsuspected findings at 
necropsy. No obvious precipitating cause for 
the infection was noted in 7 patients. Den- 
tal sepsis existed in 4 patients, of whom 2 
had had dental extraction shortly before 
onset of illness, and 2 patients had urinary 
infection. 


Geriatric In-Patients: The Precipitating 
Cause of Admittance to the State Hospital 
D. A. GRABSKI. California Med. 94: 178-180, 1961. 


Many geriatric patients are admitted to state 
mental hospitals because of deterioration in 
socioenvironmental conditions rather than 
because of mental deterioration. The pre- 
cipitating socioenvironmental changes can 
include lack of a home, lack of a person 
willing or able to care for the patient, and 
obvious serious physical illness requiring in- 
immediate medical care. Com- 
mitment also can be incidental to police 
investigation. The question thus arises: 
should the prophylactic or therapeutic ap- 
proach be directed toward reintegrating the 
patient through physical, pharmacologic, or 
psychologic methods or toward manipulat- 


tensive and 


ing, changing, or supporting the social en- 
vironment? 

Studies of case records of 100 patients 
over 60 at the time of admission to a state 
mental hospital showed that 77 per cent of 
the patients were hospitalized for mental de- 
terioration and 23 per cent because of a 

(Continued on page 78A) 
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Donnatal® with Kaolin and Pectin compound 
DONNAGEL’S comprehensive antidiarrheal formulation gives 
the green light to normal activity, through its fast and dependable 
control of intestinal hypermotility. 

Each 30 cc. (1 fl. oz.) of DONNAGEL contains: 
Kaolin .. we “SOG Natural belladonna alkaloids: 
Pectin .. ... 142.8 mg. hyoscyamine sulfate 0.1037 mg. 


Phenobarbital (14 gr.) ..... i A atropine sulfate 0.0194 mg. 
hyoscine hydrobromide 0.0065 mg. 


Robins 


also available 


HONE NOM CIN TONNE: Pe 


DONNAGEL plus neomycin sulfate 300 mg. (as neomycin base 210 mg.) per 30 cc. DONNAGEL plus powdered f m U 
mg. per fl. oz. (equivale nt to pareg 
This is the usual adult do 


All three forms available in bottles of 6 fl. oz 
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“For centuries the victims of gout have been the subject of lam- 
poons and caricatures. We now know that they should rather be the 
objects of great concern, for the disease is painful, disabling and is 
accompanied by complications that impair health and shorten life.’”’ 


Kidney impairment, with varying degrees of hypertension and arte- 
riosclerosis, is the critical complication of gout. “From 30 to 50 per 
cent of gouty patients are said to die of renal disease.’’? 


Tophus in the calyx, surrounded by fibrinoid The mid- and outer portion of the pyramid with 
exudate and detached mucosal epithelium.* _ typical uric acid crystals in the collecting system.° 
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AIDS TO DIAGNOSIS 


Rheumatoid Arthritis ... continuous discomfort and 
progressive disability. 
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Degenerative Arthritis... . continuous discomfort. 


a IOI, fa OI 


Gout ... acutely painful attacks followed by periods of remission. 





“lf a family history of gout is 
obtained, even though it is one 
or two generations removed, 
this information is significant.” 
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“All patients 


“The metatarso- 


“= phalangeal joint 


of a great toe is 
affected early or 
repeatedly in 
some cases, 
rarely or never 
in others.” 


complaining of 
non-traumatic 
musculoskeletal 
discomfort 
should have at 
least one serum 
uric acid deter- 
mination.”’> 


Colchicine test: “Colchicine 
should be administered as 
early as possible after the 
onset of articular distress, 1 
mg....every 2 hours until the 
onset of gastro-intestinal dis- 
tress. From 5 to 8 mg. usually 
are required.”? Pain relief is 





highly indicative of gout. 














THE “INSULIN OF GOUT”? 


“Of the various drugs with uricosuric activity, probenecid [BENEMID] has proved most 
desirable for long-term administration.” ® 


® 
Be» 


PROBENECID 


Therapy with BENEMID should be continued without interruption since hyperuricemia recurs 
when dosage is terminated. The rare patient who experiences gastric discomfort is usually 
benefited by decreasing the dosage. Dosage: 0.25 Gm. twice daily for one week, followed 
by 1 Gm. daily in divided doses. Supply: 0.5 Gm. tablets. 


A COMPLEMENTARY FORMULATION OF TWO CLASSIC ANTI-GOUT AGENTS 


‘... the greater the experience we have with the combination of colchicine and 
Benemid the greater the reliance we place upon these two drugs.” 


CoIBENEMID 


COLCHICINE WITH BENEMID 


Dosage: One tablet daily for one week, followed by one tablet twice daily. Supply: Each 
tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100 and 1000. 


1. Cornish, A. L.: J. an Ks Mad 58:707, June, 1960. 2. Poneperse J. 44 — & Rheumatism 1/191, June, 1958. 3. Tal- 

1960. 4. Meg 9 : Gout, New York, Grune & Stratton, 1957, p. 123. 
5. Kuzell, W. C., e' : J.C! i . Hench, P. i) “cout and ‘gouty arthritis, in Cecil, R. L.: A textbook of 
Samtane ed. 10, PI ila. , W. B. Saunders Co., + Bartels, me Kepkay, P. H.: Bull. Vancouver M.A. 29:306, April, 
1953. 8. Boland, E. W.: World-Wide. Abstracts ‘of Gen. Med. 3:16, hen "4960. 9. Talbott, J. H.: Current Med. Dig. 26:57, Nov., 1! 59. 


Before preecnt or administering BENEMID or ColIBENEMID, the physician should con- 
sult the detailed information on use accompanying. the package or available on request. 


& MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


BENEMID AND COLBENEMID ARE TRADEMARKS OF MERCK AND CO., INC, 
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deterioration in the physicosocial environ- 
ment. Criteria used as indicators of deterio- 
rating mental condition were (1) self-de- 





structive behavior; (2) assaultiveness to per- 
son or destructiveness to property; (3) 
hallucinations or delusions; (4) creation of 
frequent neighborhood disturbances; (5) 
bizarre behavior of minor degree requiring 
full-time supervision; (6) withdrawal and 
apathy, with lack of concern over primary 
bodily needs; and (7) the inability of a pri- 
vate sanitarium or nursing home to handle 
the patient. An indication that the physical 
condition of the geriatric patient is closely 
related to admission to a state hospital is 
the fact that 20 per cent of the patients in 
the study were dead three to six months 
after admission. 


The Value of a Rebreathing Tube in the 
Prevention of Postoperative Atelectasis 

J. C. DARIN, A. S. CLOSE, and E. H. ELLISON. Arch. 
Surg. 81: 263-268, 1960. 

Hyperventilation to prevent postoperative 
atelectasis can be induced by employing a 
carbon dioxide rebreathing tube of 1,000 cc. 
capacity. The addition of dead space causes 
increased inspiratory carbon dioxide tension, 
increased arterial pCO,, and consequent in- 
crease in pulmonary tidal volume and _ pul- 
monary ventilation. The pCO, and _ tidal 
volumes increase together, with an average 
tidal volume increase of approximately 500 
cc. A 25 per cent fall in alveolar pO, may 
be expected during the first two minutes of 
rebreathing, but introduction of a 4 1. per 
minute oxygen flow into the distal end of 
the tube prevents this decrease and elimi- 
nates even minor degrees of hypoxia. 

The efficacy of the rebreathing tube was 
tested on a selected group of patients under- 
going elective biliary tract surgery and elec- 
tive partial gastrectomy. All patients were 
free of significant pulmonary disease; both 
treated and control patients were selected 
at random. Except for intermittent positive- 
pressure breathing, all the usual postopera- 
tive methods of atelectasis prevention were 
employed. The treated patients used the re- 
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breathing tube for five minutes every two 
hours between 7 A.M. and 9 p.m. On the 
day of surgery, the tube was started within 
two hours after completion of surgery and 
was continued for three days. Chest roent- 
genograms were taken on the first and third 
postoperative days. Control patients devel- 
oped a 68 per cent incidence of atelectasis 
after biliary tract surgery and a 40 per cent 
after gastrectomy. By contrast, the patients 
who used the tube had a 14 per cent atelecta- 
sis rate in both surgical groupings. 


The Pathogenesis and Management 

of Shock Due to Infection 

W. W. SPINK. Arch. Int. Med. 106: 433-442, 1960. 
For effective treatment, early recognition of 
peripheral vascular collapse due to the coli- 
form group of gram-negative bacteria is 
essential. The pathogenesis of this type of 
shock, found most often in elderly patients, 
is so little understood that therapy may be 
inadequate, however. 

Preliminary treatment with a broad-spec- 
trum antibiotic should be given until bac- 
teriologic studies indicate a more specific 
therapy. As renal failure is common, neph- 
rotoxic drugs should be used cautiously. 

Because the reduced blood flow produces 
anoxia, oxygen should be administered as a 
supportive measure. Replacement of blood 
is not as essential in shock due to infection 
as in other types of shock, but careful ad- 
ministration of fluids may be of value for 
some patients. Anemia often is associated 
with sepsis and should be treated with 
whole blood transfusions. Electrolyte im- 
balances in dehydrated patients should be 
corrected with infusions of appropriate solu- 
tions. 

Pressor drugs may be used to combat hy- 
potension even though vasoconstriction is al- 
ready a part of the shock syndrome. Eleva- 
tion of the systemic pressure takes prece- 
dence over undesirable vasoconstrictor ef- 
fects after the onset of shock. Systolic pres- 
sure should be maintained no higher than 
90 to 100 mm. Hg in previously normoten- 
sive patients. Metaraminol bitartrate is pre- 
ferred to more potent agents, because it can 
be infused subcutaneously and intramuscu- 


(Continued on page 82A) 
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METRECGAL AND OBESITY 


A DISCUSSION: PART II 
the second of two parts of a discussion on the significance 
of Metrecal in the management of obesity 


“Persons who are naturally very fat are apt to die earlier than those who are slender.” 


HIPPOCRATES, CIRCA 300 B.c. 
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METRECALE: PRINCIPLE AND METHOD 


Metrecal brand dietary for weight control embodies two principles: (1) a complete break 
from the individual’s usual eating habits long enough to achieve the desired weight loss 
and to adjust to lower caloric intake through the judicious use of proper amounts and 
combinations of usual foods, and (2) a single food adequate in nutrition and prepackaged 
to supply a measured number of calories for ingestion during one day. 


These principles drive directly at the immediate cause of obesity: the habit of overeating. 
As with other harmful habits, a complete break in the established cycle of stimulus and 
response is usually essential. 


Persons susceptible to obesity are prone to justify their condition, and are quite candid 
about their inability or unwillingness to establish control of the habit of overeating. 
For example, a carefully controlled study! of those who consider themselves overweight 
gave this picture: 

“T eat more than usual when I am nervous or anxious.” (63%) 

“Kating is one of my greatest pleasures.” (71%) 

Small wonder, therefore, that they also say, “/ find it hard to stay ona diet.” (65%) 


In view of these facts, it is not surprising that the rate of failure noted by physicians is 
as high as 80% for patients undergoing treatment for obesity.?* 

The reasons behind the habit of overeating may vary widely: cultural patterns of many 
regional and ethnic groups,’ personal uncertainty and insecurity seeking gratification, 
sedentary lives for much of the adult population,’* and the beckoning abundance of an 
affluent economy.? 


These factors may explain, but they do not justify obesity, which seriously shortens life 
expectancy,!° aggravates other diseases,” increases anesthetic and other hazards dur- 
ing surgery,*!° and increases susceptibility to illness." Where virtually half of the 
adult population is above the level of desirable weight,!*® the extent and seriousness of 
the problem are evident. 

The simple admonition to eat less and to eat more wisely states a principle but fails to 
suggest a practical method for achieving this goal. In most situations the methods usually 
applied have been complicated, ineffective or undependable. 

One may conclude that the persistence and prevalence of obesity have been due to the 


lack of an effective means to make a complete break from the habit of overeating. 


The use of Metrecal dietary has led to successful weight reduction and control because 
the principle of the complete break has been embodied in one product, which is: simple; 
effective; dependable. 


Clinical experience to date will be related to each of these characteristics in the sections 
that follow. 


*Metrecal is Mead Johnson & Company’s trademark for dietary for weight control. 











EFFECTIVENESS FOR WEIGHT LOSS 


Thousands of patients have found Metrecal effective 
for losing weight. Three clinical studies on the effec- 
tiveness of Metrecal for weight loss, reported in the 
medical literature, are summarized below. Twenty- 
two additional studies are in progress under medical 
supervision. Many of these will soon be reported. 


Dr. R. J. Antos!? reported studies on 100 overweight 
patients during a 12-day period in which their only 
food intake was Metrecal (in an amount supplying 
900 calories daily), lettuce, celery, and noncaloric 
beverages. The average weight loss was: 


Weight Loss in 12 days lbs. 
PAENNOG ote nce Stee a nee eases 8.2 
NVGINCD(OO)) 6.64.65. awa meas enetomsuee ts 6.3 
Average for Men and Women (100) ...... 6.5 


The break in dietary habit and the ingestion of only 
900 calories daily was the basis of this successful 
weight loss. 


Dr. H. J. Roberts*® reported observations on 57 pa- 
tients: some with serious and progressive medical 
disorders, some requiring future surgery, and others 
who had become discouraged after a number of futile 
attempts to reduce. He divided his treatment regimen 
into three phases: Phase I (Metrecal alone) lasted 
from 5 days to 5 weeks, Phase II (a low-calorie diet 
consisting in part of Metrecal and in part of usual 
foods) until desired weight loss was achieved, and 
Phase III during which the patient was returned to a 
diet of limited but usual foods. 

Weight loss averaged 16 pounds in 6 weeks, as shown 
in the following chart: 


AVERAGE WEIGHT LOSS OF PATIENTS ON 
3-PHASE METRECAL DIET 
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In addition to the weight loss, many of these medical 
and surgical patients experienced clinical improve- 
ment and no metabolic crises were precipitated. 


Drs. I. FE Tullis and C. E. Allen*! reported studies on 
105 overweight persons, 25 men and 80 women. All 
(except one on the metabolic ward) were treated as 
outpatients with Metrecal (8 oz. Powder) as the sole 
daily diet. Eighty per cent of the subjects were more 
than 30% overweight. They came from all walks of 
life: professional; sedentary and manual workers; 
skilled and unskilled. Examination revealed a wide 
variety of physical aberrations: coronary, gastro- 
intestinal, and metabolic diseases. 

During the first few days on the Metrecal regimen 
some malaise, fatigue and irritability were reported. 
After this initial “hump” was passed, the appetites 
of most patients were satisfied, and they felt excep- 
tionally well. 

The length of time during which these patients were 
maintained on the 900-calorie Metrecal diet is in- 
structive. Twenty-five of the patients were on the diet 
for 16 weeks, and eight patients for 26 weeks. No 
significant adverse reactions were observed. 

The successful weight loss of these patients is graphi- 
cally presented in the following chart: 


COMPARATIVE WEIGHT LOSS 
OBSERVED WITH METRECAL AND d-AMPHETAMINE 





Comparison of average weekly weight 
loss of 105 patients eating 900 calories 
daily as the sole food intake and 30 pa- 
tients receiving 15-30 mg. d-amphet- 
amine daily. 
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It is seen that weight loss the first week is greater than 
during subsequent weeks. As the diet is prolonged, 
weight loss stabilizes at about two pounds per week. 
The chart also compares this weight loss with that of 
patients (reported in the classic studies of Gelvin and 
McGavack”) ingesting d-amphetamine to control 
appetite.22 These data show that, with time, the effec- 
tiveness of d-amphetamine decreases markedly so 
that weight loss per week becomes negligible. 


It has been noted that patients adhered to the 
Metrecal regimen exceptionally well. Since adherence 
to a diet is critically important in achieving weight 
loss, it is of interest to compare adherence to 
Metrecal with that reported by Feinstein et al.” in 
their pioneering study of a reducing diet of 900 
calories. This is shown in the accompanying chart: 





COMPARISON OF STRICT ADHERENCE TO “ROCKEFELLER” DIET 
AND TO METRECAL AS SOLE FOOD INTAKE 
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The difference between adherence to the two diets is 
obvious. 


RECORD OF DEPENDABILITY AND SAFETY 


The nutritional adequacy, dependability and uni- 
formity of Metrecal brand dietary for weight control 
were documented in Part I of this Discussion, previ- 
ously published in this Journal. The composition, 
nutritional adequacy and caloric distribution of 
Metrecal were presented in graphic form. Similarly, 
its vitamin, mineral, protein, amino acid and fatty 
acid contents were described in diagram. 
Experimental animals (the standard tool used to 
determine nutritional adequacy) grew to maturity, 
reproduced, and successfully raised their young, 
when fed Metrecal as the sole diet.1 Thus, there is 
direct laboratory confirmation of the correctness of 
its nutritional formulation and its suitability for long- 
term administration. 

Clinical studies summarized in the preceding section 
have likewise demonstrated safety. No adverse effects 
were noted in patients (1) with a wide variety of 
disorders, or (2) who limited their food intake to 
Metrecal for 1 to 26 weeks. 

The most rigorous test of safety, however, is the 
long-term use of Metrecal as the sole source of nutri- 
tion. In the report by Tullis, Allen, and Overman,” 
one patient initially weighing 47342 pounds lost 217 
pounds in 62 weeks on Metrecal alone. She has since 
continued her reducing program with Metrecal as 
the only food for a total of 116 weeks. Another pa- 
tient reduced from 230 pounds to 133 pounds in 52 
weeks. During this period! she underwent six weeks 


of hospitalization for injuries received in an auto- 
mobile accident, in which she suffered fractured ribs 
and multiple contusions complicated by thrombo- 
phlebitis of one extremity. The Metrecal diet was 
continued during recovery and all injuries healed in 
the expected time and manner. 

The formulation of Metrecal brand dietary for weight 
control assures an adequacy of vitamin and mineral 
intakes consistent with long-term use and safety. The 
protein level is adequate for maintenance of muscu- 
lar tissue (prevention of nitrogen wastage) and the 
avoidance of hypoproteinemia. 


In some patients minimal side reactions have been 
observed. In part these relate to the absence of bulk in 
Metrecal. When constipation occurs, it may be relieved 
by ingestion of low-caloric, high-bulk substances, 
such as celery, carrots or lettuce, as suggested in the 
leaflet accompanying each can of Metrecal. 


Other patients have at times complained of flatulence. 
The solution to this problem may reside in resource- 
ful experimentation with customary measures, dietary 
adjustments or other procedures deemed suitable by 
the physician. 

At the beginning of a diet restricted to 900 calories 
of Metrecal, some patients experience varying de- 
grees of weakness or lassitude. This phase is soon 
passed and a feeling of well-being frequently ensues 
as the diet is continued. 
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APPLICATION AND ADVANTAGES 


The principles on which Metrecal brand dietary for 
weight control is based were stated at the beginning 
of this discussion: a break in dietary food habit until 
weight loss has been achieved and readjustment to 
a lower caloric intake of usual foods attained; and a 
nutritionally complete food, prepackaged to supply 
the proper number of calories for one day’s total 
food. These principles have been applied most per- 
ceptively by Roberts,” who defined three steps to be 
followed in losing weight and re-educating the pa- 
tient to a proper food level as follows: 


Phase I. Metrecal alone. 
A diet of Metrecal (900 calories per day) as the only 
food, continuing for from 5 days to 5 weeks. 


Phase II. Metrecal alternating with diet. 

A low-calorie diet consisting of one or two meals as 
Metrecal (225 calories each) and a third meal of usual 
foods in moderate amount, continued till desired 
weight loss is achieved. 


Phase II]. Diet alone. 

A gradual return to a diet of usual foods, in the quan- 
tities necessary to avoid regaining weight and to hold 
weight at the achieved level. 

From observations made during the successful appli- 
cation of this program, Roberts”° outlined the advan- 


tages of Metrecal. These are summarized as follows: 


1. It eliminates the guesswork and inconvenience of 
calorie counting. 


2. It keeps the patient away from the table and re- 
duces temptation. 


3, It satisfies the appetite in the majority of patients. 


4, It obviates the problem of making decisions in the 
choice and amount of foods. 


5. It does not cause negative nitrogen balance. 


6. It is highly practical, and there is no mixing a 


number of ingredients. 


7. It can be employed either as the sole source of 
nutrition, or it can be used in a flexible manner in 
coordination with a hypocaloric diet. 


8. It is effective in satisfying appetite and in weight 
reduction in cooperative patients. 


9. It gives the patient a definite time in which a rea- 
sonable weight reduction can be expected, whereas a 
1200- to 1800-calorie diet may entail several months 
of rigorous food restriction. 


10. The 3-phase dietary regimen gives the physician 
several weeks to instruct the patient concerning 
proper diet and to return to usual foods in limited 
amount. 


11. It frees both the physician and the patient from 
the crutch of the anorexigenic drugs, metabolic stim- 
ulants and the hydrophilic colloids. 


12. It has been used without apparent detriment in 
a panorama of medical disorders. 


Regarding the particular qualities of Metrecal that 
aid in its successful use, Tullis and Allen?! comment 
as follows: 

“The simplicity, convenience, and accuracy of the 
formula contributed significantly to the success 
of the regimen. No diet lists were necessary; no 
tables of caloric values were used; no opportuni- 
ties arose for errors in estimating caloric intake; 
no special substitute recipes were needed, and 
deviations from the diet could not easily be 
rationalized by the patient.” 


The convenience and dependability of Metrecal are 
cogently stated by Wilson:*° 

“For the first time the physician could look a fat 
patient in the eye and say, ‘Stop eating.’ He could 
tell his patient to take 900 calories, no more and 
no less, every day for the next seven days and 
could predict the weight loss in advance. There 
was nothing fuzzy about that kind of prescrip- 
tion. Patients liked it; doctors liked it.” 








CONCLUSION 


This 2-part Discussion of Metrecal"™ and Obesity has outlined: 
1. Simple facts about obesity. 
2. The chemical and biological qualities of Metrecal. 
3. Clinical data that support its value and effectiveness. 


4. Its dependability and safety. 


Metrecal brand dietary for weight control is an effective and practical product 
with which to attack the problem of obesity. As such, it is an important tool 
for the physician; and, one may hope, can reduce significantly the incidence 
of obesity. 

At present, 22 studies in eleven institutions are under way to extend our 
knowledge of the usefulness of Metrecal in the treatment of obesity as related 
to specific diseases. The results of these studies will be reported from time 
to time. 

Unlike the host of diet fads, short-lived crash programs, and bizarre prepa- 
rations, Metrecal was designed by scientists for use in a rational system of 
weight loss and control. With continuing clinical study and medical appro- 


bation, its value should remain undiminished for years to come. 
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doses mean 
smoother 
steroid 
therapy... 


Inthe relatively Slow 
acid medium of Release 
the fasting 

stomach, Medrol 
Medules remain 
essentially intact 
—only 5% of the 
Medrol content is 
released after 2 

hours at pH 1.2. 
However, in the 
environment of 

the duodenum 
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in acute allergic 
disorders: 


Judged to be “a nearly ideal formu- 
lation,” Medrol Medules gave good 
to excellent results in 25 of 28 chil- 
dren with various acute allergic dis- 
orders. ‘““There were no serious side 
effects and minor complaints were 
reported in only two patients.”* The 
author also found that “there is -a 
definite advantage for Medrol Med- 
ules inasmuch as much smaller doses 
seem able to produce full clinical 
Peueh 


Indications and effects 

Medrol benefits (anti-inflammatory, anti- 
allergic, antirheumatic, antileukemic, anti- 
hemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, 
asthma, hay fever and allergic disorders, der- 
matoses, blood dyscrasias, and ocular inflam- 
matory disease involving the posterior segment. 
Precautions and contraindications 

Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief 
without developing such possible steroid side 
effects as gastrointestinal intolerance, weight 
gain or weight loss, edema, hypertension, acne, 
or emotional imbalance. 

As in all corticotherapy, however, there are 
certain cautions to be observed. The presence 
of diabetes, osteoporosis, chronic psychotic re- 
actions, predisposition to thrombophlebitis, 
hypertension, congestive heart failure, renal 
insufficiency, or active tuberculosis necessitates 
careful control in the use of steroids. Like all 
corticosteroids, Medrol is contraindicated in 
patients with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s syndrome, 
herpes simplex keratitis, vaccinia, or varicella. 
1. Dugger, J. A.: J. Michigan M. Soc. 59:1812 
(Dec.) 1960. 
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Medules'’ 


Sustained Each capsule contains: Medrol 
Action (methylprednisolone) 4 mg. 
Supplied in bottles of 30 

and 100. 


Cs 


The Upjohn Company 
Kalamazoo, Michigan 


pH 7.5 


*Trademark, Reg. U.S, Pat. Of, 
tTrademark ~ ae 
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"We know that Vaponefrin is effective 
in emphysema—but can it be used with 
confidence in the presence of cardio- 
vascular disorders?" 


YES. » e The evidence is impressive that Vaponefrin Solution (racemic epineph- 
rine) delivered with the patented Vaponefrin Nebulizer, is not only effective 
but also eminently well tolerated and relatively safe for the treatment of en- 
physematous patients with cardiovascular complications. 


"The effect is seen at the site where the process that we wish to treat exists, 
and systemic toxicity usually is negligible. Even in patients with severe hyper- 
tension the administration of epinephrine [Vaponefrin] by this route is not 
harmful..."! 


"The authors have used the racemic epinephrine [Vaponefrin] most commonly and 
have not observed any untoward changes in hypertensive or cardiac patients." 


",..the simultaneous presence of hypertension, rheumatic heart disease, car- 
diac disturbance due to arterial disease, or diabetes, is not a contraindica- 
tion..."3 to Vaponefrin. 


Over 160 clinical references* published in leading journals and textbooks den- 
onstrate that along with an outstanding record of safety, Vaponefrin quickly 
improves vital capacity-time relationships,4 markedly increases maximum breath- 
ing capacity, increases expiratory velocity, and minimizes air "trapping".5 


® 
INDICATIONS: For prompt relief of bronchospasm and dyspnea; in therapy SOLUTION & 
and prophylaxis of pulmonary emphysema, bronchial asthma, and chronic NEBULIZER 
bronchitis. SUPPLIED: Solution, in bottles of 7.5, 15 and 30 cc.; Nebu- 


lizers, Standard size (pyrex glass or plastic) and convenient pocket size. racemic epinephrine 2.25%, as hydrochloride 
Also Vaponefrin Aerosol! Unit (Nebulizer and Solution). REFERENCES: 


1. Farber, S. M., and Wilson, R. H. L.: Ano. Int. Med, 50:1241, 1959. A TEXTBOOK THERAPY FOR EMPHYSEMA, 
. Farber, S. M., et al.: California Med. 84:101, 1956. 3. Digilio, V. A., 
and Munch, J.C.: Ann. Allergy 13:257, 1955. 4. Segal,M.S.,andDultano, ASTHMA AND CHRONIC BRONCHITIS 
M. J.: Chronic Pulmonary Emphysema: Physiopathology and Treatment, 
New York, Grune & Stratton, 1953, p. 100. 5. Barach, A. L., and Bicker- The VAPONEFRIN Company + 666 Fifth Avenue, New York 19, New York 





man, H. A.: Pulmonary Emphysema, Baltimore, The Williams & Wilkens 
Co., 1956, p. 152. a 


mca ‘1 © VAPONEFRIN CO. 19% 
“Bibliography and demonstration set available upon request. The VAPONEFRIN Company, 95 Tycos Drive, Toronto 19, Ontario 
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Gastro-intestinal 
disorders? 































CONSIDER CITRUS PECTIN AND DERIVATIVES: Pectin N.F, Pectin Cellulose 
Complex, Polygalacturonic and Galacturonic Acids 


Diarrheas, dysenteries— many other intestinal disorders—respond quickly and 
favorably to pharmaceutical specialties whose key ingredient is an adequate 
dosage of citrus pectin or a derivative. 


Sunkist® Pectin N.F. provides a dependable therapeutic dosage of galacturonic 
acid—the recognized detoxicating factor. Specialty formulations of leading 
pharmaceutical manufacturers contain this product of Sunkist Growers. 


Literature and bibliography is available. Address: Sunkist Growers, Pharma- 
ceutical Products, 720 East Sunkist Street, Ontario, Calif. 


Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 
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rational aspect 
of civilized living... 
beverage alcohol. 


TARD COGNAC 


a celebrated example 
of the French Art. 


IMPORTED FROM FRANCE 


ap ANF) 


COGNAC BRANDY 





The Only Cognac Made and Bottled at The Chateau de 
Cognac. IMPORTED OTARD COGNAC. V.S.O.P.,80 PROOF 
3 STAR, 84PROOF e SCHENLEY IMPORT CO.,NEW YORK 





GHRONIG URINARY 


\N 
TRAGT INFECTIONS 


Soothes... Burning Urination 
GLEARS....Infected Urine 


Urolitia is bacteriostatic, bactericidal, non-toxic, does not 
produce drug-fastness, provides simple dosage, and is eco- 
nomical for long term therapy. 

Urolitia rapidly controls E. coli, S. albus, and S. aureus 
infection. Its soothing action is due to the prompt release 
of Triticum and Zea extractives by the kidney into the in- 
flamed bladder. 

Samples on Request 
Urolitia is especially useful for elderly patients with residual 
urine due to cystocele or enlarged prostate, in whom per- 
manent sterilization of the urine cannot be expected. 
CONTAINS NO DYES 
Urolitia—each tablespoonful contains: 
SNEED 5 on ocnvesccesccsccvcecescnnccetaevecencseuest 
Lithium Benzoate 
Sodium Benzoate 
In a soothing, demulcent menstruum of Triticum and Zea. 
Dose: 1 Tbs. in 4% cup warm water \% hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue 








Chicago 12, Illinois 
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digests (Continued from page 78A) 


larly and does not require constant super- 
vision. 





Large doses of hydrocortisone appear to 
improve the action of metaraminol bitar- 
trate. In some patients, a satisfactory sys- 
temic blood pressure cannot be maintained 
without the use of steroids. Hydrocortisone 
can be given intravenously in a dose of 300 
to 500 mg. every eight to twelve hours for 
three to four days without side effects. 


The Match Test and Its Significance 

A. MARKS and J. BOCLES. Southern M. J. 53: 1211- 
1216, 1960. 

A test of ability to blow out a match is 
useful in detecting patients with extensive 
emphysema who are likely to show respira- 
tory acidosis. In a relatively draft-free room, 
a burning wooden: safety match is held 10 
cm. from the seated patient’s mouth. The 
patient is asked to breathe in as deeply as 
possible and then extinguish the flame by 
exhaling with the mouth held widely open. 
match 
have low maximum breathing capacity and a 


Patients unable to blow out the 
reduced volume of air exhaled in one, two, 
and three seconds. Both functional impair- 
ments are characteristic of obstructive disease 
of the airway. Patients who perform the test 
successfully have pulmonary function ade- 
quate to avoid respiratory acidosis while 
breathing oxygen. 

Of 158 patients studied—146 with a vari- 
ety of pulmonary and cardiac diseases and 
12 geriatric patients—97 could extinguish the 
flame; 61 could not. A maximum breathing 
capacity of 40 liters per minute or above was 
found in 95 per cent of the individuals able 
to, blow out the match, but only 21 per 
cent of subjects unable to extinguish the 
match had maximum breathing capacity of 
40 liters per minute or above. Obstructive 
emphysema was the diagnosis of 52 of the 
patients failing and 22 of the patients pass- 
ing the test. None of the patients with em- 
physema who passed the test had a maxi- 
mum breathing capacity below 30.5 liters per 
minute, the median for patients with em- 
physema who could not blow out the match. 
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Now arthritic flare-ups 
can be controlled 
with much lower steroid dosages 





With Somacort to relax muscles and relieve pain, 
tender joints need far less steroid 
to reduce inflammation 





Somacort is a safe, logical step-up in 
treatment during the rough days when 
your patients need more than salicyl- 
ates to keep comfortable and active. 

Soma, by itself, benefits many ar- 
thritics by relieving the muscle spasm 
and pain which arise from joint inflam- 
mation. Thus with Somacort, which 
combines Soma with prednisolone, the 


amount of steroid needed to control in- 
flammation! can be kept within more 
conservative limits. 

Somacort is well tolerated even 
when used for long-term therapy in 
more serious cases. 


1. Wein, A.B.; The Use of Carisoprodol (SOMA) in Ortho- 
pedic Surgery and Rehabilitation, Miller, James G., ed., 
Wayne State University Press, Detroit, Michigan, 1959. 


Recommended dosage: 1 or 2 tablets q.i.d. (Each tablet 
contains 350 mg. carisoprodol, 2 mg. prednisolone) 


SO 





AC 


HR" 


(carisoprodol, Wallace, with prednisolone) 





® 
” Wallace Laboratories, Cranbury, New Jersey 
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Ford Foundation Grants 

The Ford Foundation has announced the 
establishment of 3 grants in the field of the 
aging. A $330,000 appropriation will estab- 
lish 8 projects geared to help local planning 
councils make better use of available funds 
for needs of the elderly. 

The Council on Social Work Education 
has received a $160,000 grant to finance 
preparation and distribution of case studies 
on problems of the aging for use in social- 
work education and in-service training pro- 
grams. 

A national association among nonprofit 
homes for the aged, sponsored by the Na- 
tional Council on the Aging, will be estab- 
lished through a $140,000 appropriation. 
The purpose of the association will be to 
improve services and the quality of person- 
nel. 


Applications for Research Support 

The American Heart Association is accept- 
ing applications for research fellowships, es- 
tablished grants-in- 
aid for the fiscal year beginning July 1, 
1962. Applications for research fellowships 


investigatorships, and 


and established investigatorships must be 
submitted by September 15, 1961, and for 
grants-in-aid by November 1, 1961. Further 
information and application forms may be 
obtained from the Assistant Medical Direc- 
tor for Research, American Heart Associa- 
tion, 44 East 23rd Street, New York 10, 
New York. 
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All news and announcements for this 
department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Street, Minneapolis 3, Minnesota. 


Heart Research Awards 

More than 10 million dollars will be spent 
by the American Heart Association and its 
affiliates to support the 1961-62 research 
program, including more than 2 million 
dollars in fellowships to 179 scientists for a 
broad range of studies in the field of heart 
and blood vessel diseases. These awards, 
which are effective July 1, 1961, provide 
funds for the Association’s 9 career investi- 
gators, outstanding scientists selected to re- 
ceive their 
productive lives; 103 established investiga- 


research support throughout 
tors conducting independent research pro- 
grams; 32 advanced research fellows; and 35 
research fellows. In addition, $67,500 was 
allocated as departmental grants to institu- 
tions where established investigators and ad- 
vanced research fellows are working. 


Upgrading Plan for Nursing Homes 

The American Nursing Home Association 
approved plans for upgrading nursing 
homes through a nationally approved sys- 
tem of accreditation at a five-state regional 
meeting in Des Moines last December. The 
new standards, which became effective in 
January in Iowa, Missouri, Wisconsin, Min- 
nesota, and Illinois, go beyond most state 
legal requirements in many respects. The 
program is conducted on a voluntary basis 
to give credit to those homes that are per- 
forming in a better than average or superior 


manner. 
e 

New Films 

“Old Man Young,” a new, twenty-eight min- 


ute color film produced by the American 
Medical Association in cooperation with 
(Continued en page 88A) 
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...-has a gently controlling effect on blood pressure and 
tension, without unpleasant side effects. 


...a conservative, safe amount of reserpine (0.1 mg. per 
tablet or teaspoonful) combined with 15 mg. BUTISOL 
Sopium® butabarbital sodium. 


Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 
(Repeat Action Tablets) 


McNEIL LABQRATORIES, INC., 
Fort Washingtom Pa. ’ 
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Corticotherapy Disease: Rheumatoid 
e arthritis 
Use of oral Medrol: 


In severe or moderately 

severe cases, initial dosage of 
Medrol tablets is 8 to 16 mg. 
daily; maintenance dosage 
ranges from 4 to 12 mg. daily, 
adjusted stepwise every 5 to 

10 days in accordance with 
response. In children, and 

also in adults with moderate 
disease, both initial and 
maintenance dosage is Medrol 

4 to 8 mg. daily. 

“It [methylprednisolone] is 
potent and displays a slightly 
improved ‘safety’ record, showing 
a reduced frequency of disturbing 
side-effects as compared with 

the other steroids.” 

—Neustadt, D. H.: J.A.M.A.170:1253 (July 11) 1959. 


Medrol 
eC ro 75th year 


Indications and effects 

Medrol benefits (anti-inflammatory, 
antiallergic, antirheumatic, 
antileukemic, antihemolytic) have 
been demonstrated in acute 
rheumatic carditis, rheumatoid 
arthritis, asthma, hay fever and 
allergic disorders, dermatoses, blood 
dyscrasias, and ocular inflammatory 
disease involving the posterior segment. 
Precautions and contraindications 
Because of Medrol’s high 
therapeutic ratio, patients usually 
experience dramatic relief without 
developing such possible steroid side 
effects as gastrointestinal intolerance, 
weight gain or weight loss, edema, 
hypertension, acne, or emotional 
imbalance. 

As in all corticotherapy, however, 
there are certain cautions to be 
observed. The presence of diabetes, 
osteoporosis, chronic psychotic 
reactions, predisposition to 
thrombophlebitis, hypertension, 
congestive heart failure, renal 
insufficiency, or active tuberculosis 
necessitates careful control in the use 
of steroids. Like all corticosteroids, 
Medrol is contraindicated in patients 
with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s 
syndrome, herpes simplex keratitis, 
vaccinia, or varicella. 
gon pag 2, 4, or 16 mg. 
Met Toy as 2 bua tablets fi bottles of 80, 100 and 600s 
and as 16 mg. tablets in bottles of 50. 


COPYRIGHT 1961, THE UPJOHN COMPANY 


*Trademark, Reg. U. S. Pat. Off. 
The Upjohn Company, Kalamazoo, Michigan 


























WHENEVER YOU NEED AN 
ANTIBIOTIC-NYSTATIN 
COMBINATION... 

prescribe the only 

one with the added benefits of 
DECLOMYCIN® Demethylchlor- 
tetracycline + full activity with 





lower intake + high sustained 


bh 
, ae 
H . yo 
activity levels + activity maintained 


for 24 to 48 hours after the last dose. 


rewemter DECLOSTATIN 


Demethylchlortetracycline and Nystatin Lederle 





Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. Qa 
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Of tor 
Support Wearers 


When Freeman is prescribed the doctor 
knows that the luxurious Velveteen 
lining and the plush-cushioning over 
stays will relieve epidermal irritation— 
an especially important benefit for the 
elderly. And he knows too, that full 
therapeutic values will fill his prescrip- 
tion with the utmost satisfaction to 
himself and his patient. A// Freeman 
supports are scientifically designed | 
with the highest quality materials and 
craftsmanship. 


\ 








Model 422 
Sacro-Lumbar 
Support for Men 


Model 423 
for Women 


Prescribe Freeman 
with Confidence 


freeman 


Department 557, Sturgis, Michigan 
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Merck, Sharp & Dohme, presents the oppor- 
tunities and rewards of retirement. 

Active and productive living by older peo- 
ple is illustrated through interviews with Wil- 
liam T. Piper, 80, president of an aircraft 
company; Catherine MacFarlane, M.D., 83, 
of the Woman’s Medical College of Pennsy]- 
vania; a group of retired Navy men who 
are restoring Admiral George Dewey’s flag- 
ship; and baseball players in a league com- 
posed of men over age 75. 

The film is available for television use 
from Sterling Movies, U.S.A., 43 West 6lst 
Street, New York 23; for showings sponsored 
by medical societies from the AMA, 535 
North Dearborn, Chicago 10; for all other 
showings from Merck, Sharp & Dohme Film 
Library, c/o Ralph Lopatin Productions, 
1617 Pennsylvania Boulevard, Philadelphia 
3. The film will be loaned without charge. 


“Financial Planning,” a 16-mm. film in 
black and white emphasizing financial in- 
dependence of the elderly, has been pro- 
duced for the National Committee on the 


| Aging and The National Association for 
| Mental 


Health. 
each—may 


Prints—available at $190 
previewed before purchase 
from Dynamic Films, Inc., 405 Park Avenue, 


New York 22. 


be 


| Dr. Sheppard Heads Committee 


Dr. Harold L. Sheppard of Wayne Universi- 
ty, Detroit, is staff director of the Senate 
Special Committee on Aging. He succeeds 
Sidney Spector who is now administrator of 
the Direct Loan Program for Housing for 
the Elderly with the Housing and Home 
Finance Agency. Dr. Sheppard had been re- 


search director of the Committee. 


Dr. Lorge Dies 

Dr. Irving Lorge, 55, professor of education 
and executive officer of the Institute of 
Psychological Research at Teachers College, 
Columbia University, died January 23 of a 
heart attack. He was known for his work 
concerning the psychology of later maturity. 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


1 simple dosage schedule relieves anxiety 
dependably — without the unknown 
dangers of “new and different” drugs 


9) does not produce ataxia, stimulate the 
appetite or alter sexual function 


3 no cumulative effects in long-term 
therapy 


4, does not produce depression, 
Parkinson-like symptoms, jaundice 


or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 


tablets; bottles of 50. Also as MEPROTABS*—400 mg. s 
unmarked, coated tablets; and in sustained-release ® 
capsules as MEPROSPAN®-400 and MEPROSPAN®-200 ] OW i } 
(containing respectively 400 mg. and 200 mg. meprobamate). 


*TRADE-MARK meprobamate (Wallace) 


(i) WALLAce LABORATORIES / Cranbury, N. J. 


CM-4731 
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In acute and chronic diarrhea the most effective symptomatic 


dual action Sorboquel 


(polycarbophil-thihexinol methylbromide) table lets 








fast action 1 fast action 2 

for too fluid feces: for too frequent evacuations: 
Exceptional water-binding Superior, yet selective, 

capacity of polycarbophil to nonopiate antimotility action 

absorb free fecal water of thihexinol methylbromide 


(Complete information regarding the use of Sorboquel Tablets is available on request.) 





dosage: For older children and adults, initial dosage of one SORBOQUEL Tablet q.i.d. is usually adequate. 
Severe diarrheas may require six, or even eight, tablets in divided daily doses. (Dosages exceeding six 
tablets a day should not be employed over prolonged periods.) 


Supplied: Sorboquel Tablets, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycarbophil and 
15 mg. thihexinol methylbromide. 





WHITE LABORATORIES, INC., Kenilworth, New Jersey (Fax) 
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CET LAMIDE LEDERLE 
In the glaucoma emergency 


An invaluable adjunct to immediate miotic therapy, DIAMOX can often 
be instrumental in saving the eye. DIAMOX helps reduce intraocular 
tension and edema, facilitating early positive diagnosis ... rapidly re- 
lieves pain. Preoperative preparation with DIAMOX can often improve 
surgical prognosis. Tablets of 250 mg. Parenteral, vials of 500 mg. 











Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York Qa 
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wherever 
monilial superinfection 
is a particular hazard* 


nw Gosa-Terrastatin 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 











*patients requiring high 
or prolonged 
antibiotic dosage 


capsules and for oral suspension 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 




















*infants 








IN BRIEF \ 


Cosa-Terrastatin provides the estab- 
lished antibiotic dependability of oxy- 
tetracycline (Terramycin®) with the 
potent antifungal activity of nystatin; 
inclusion of glucosamine enhances the 
absorption of Terramycin. Nystatin has 
a significant prophylactic action against | 
monilial overgrowth. 








INDICATIONS: Effective against both 
gram-positive and gram-negative bac- 
teria, rickettsiae, spirochetes, large 
viruses, and certain parasites (amebae, 
pinworms), Cosa-Terrastatin is indi- 
cated in a great variety of infections due to susceptible organisms, 
e.g., infections of the respiratory, gastrointestinal, and genitouri- 
nary tracts, surgical and soft-tissue infections, ophthalmic and 
otic infections, and many others. The added protection afforded 
by Cosa-Terrastatin against monilial superinfection is especially 
important for those patients who are most likely to be susceptible 
to the overgrowth of Candida albicans. 


*debilitated or 
elderly patients 





ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. 
of oxytetracycline daily in four divided doses is usually effective. 
In severe infections, 2-4 Gm. daily may be indicated. Infants and 
children: 10-20 mg. of oxytetracycline per Ib. of body weight daily. 


*patients a™, 
*women, particularly receiving 
during pregnancy corticosteroid 
| therapy 





*diabetics 











SIDE EFFECTS AND PRECAUTIONS: If 
superimposed infection caused by re- 
sistant staphylococci is observed, the 
antibiotic should be discontinued, and 
a therapeutic trial of other antibiotics 
as indicated by susceptibility testing 
may be initiated. Aluminum hydroxide 
gel has been shown to decrease anti- 
biotic absorption and is therefore con- 
traindicated. Glossitis and allergic 
reactions are rare. Nystatin is virtually 
nontoxic and nonsensitizing ; side effects 
are seldom observed. There are no 
known contraindications to glucosamine. 


SUPPLIED: Cosa-Terrastatin Capsules, 
250 mg. of oxytetracycline with 250 mg. 
of glucosamine and 250,000 units of 
nystatin, bottles of 50. Cosa-Terrastatin 
for Oral Suspension, each 5 cc. tea- 
spoonful of reconstituted suspension 
contains 125 mg. of oxytetracycline 
with 125 mg. of glucosamine and 
125,000 units of nystatin, 60 cc. bottles. 


More detailed professional information 
available on request. 


Pfizer Science for the world’s well-being®/ PFIZER LABORATORIES Division, Chas. Pfizer & Co.,Inc. Brooklyn 6, New York 
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STEROIDS: FAR FROM ROUTINE THERAPY IN 


RHEUMATOID ARTHRITIS. “...it would now appear 
that the steroids should be employed infrequently in 
rheumatoid arthritis, and, when used, long-continued 
therapy should be avoided and the dosage reduced to 


the lowest possible level.”’ [New and Nonofficial Drugs 1961, 
Philadelphia, J. B. Lippincott Co., 1961, p. 598.] 


PLAQUENIL: EFFECTIVE LONG-TERM THERAPY 
THAT SPARES STEROIDS. Many physicians are now 
evaluating Plaquenil, the non-steroid antirheumatic 


of choice. Quite simply, Plaquenil pro- 


in rheumatoid arthritis vides conservative, safer, long-range 
management of rheumatoid 

IS THIS THE ER A arthritis. While the steroids 
bh often result in dramatic short- 
term improvement, Plaquenil affords 

(Qk STEROID a more practical, lasting solution to 
Ld the long-term problems of this long- 

term disease, and makes it possible 


DISENC H ANT- to utilize steroids sparingly. 
A U O This is how: Full steroid dosage 


16 may be necessary only during the “latent” period 
MENT ) of Plaquenil’s cumulative action. Since two to 
e four weeks may elapse before Plaquenil-treated pa- 
tients experience subjective improvement, and six to 
twelve weeks before objective benefits are noted, it is 
advisable to maintain adequate steroid dosage when 
indicated—but only when indicated—during this time. 
Thereafter, as Plaquenil exerts greater therapeutic ef- 
fects, steroid dosage may be reduced gradually. Sali- 
cylates too may be withdrawn as the need for adjunc- 
tive analgesia is diminished. 0 The rheumatoid 
arthritic patient is then continued on Plaquenil; gener- 
ally, no additional medication is required. Once im- 
provement has been achieved, it can usually be 
maintained, since Plaquenil is the best tolerated of 
the 4-aminoquinoline compounds used in rheuma- 
toid arthritis. 














IN MAJOR IMPROVEMENT IN 60 TO 83 PER CENT 
year OF PATIENTS. Clinical experience has shown that 


y in after six to twelve months of continuous administra- 
ued tion, Plaquenil causes major improvement in 60 to 83 
d to per cent of patients: subsidence of the active inflam- 
1961, matory process, diminution of joint effusion, slow fall 


in sedimentation rate, gradual rise in hemoglobin, 
relief of pain and tenderness, increased mobility, im- 











APY : : 
ae provement in muscle strength, increase in finger dex- 

‘nite terity, improvement in flexion deformities, diminution 

oi or disappearance of swellings and rheumatic nodules. 

a There is a low incidence of major relapse following 
toid attainment of maximum improvement. 0 Plaquenil 
wits sulfate, 200 mg. tablets. Initial dose: 2 or 3 tablets 
rs daily. Maintenance dose: | or 2 tablets daily. Write for 
vile booklet containing complete clinical experience, side 
ae effects, precautions, etc. 0 When the patient also re- 
ong. quires analgesia, Plaquenil with aspirin is available as 
sible Planolar (Plaquenil 60 mg. with aspirin 300 mg.). 
> 
ngly. SUMMARY OF PLAQUENIL ADVANTAGES: 
say PLAQUENIL .. . is nota steroid 
eriod . .. provides conservative therapy 

... affords lasting benefits . 
‘o to ... Spares steroids 

... is generally well tolerated : 
d pa- PLAQUENIL ... acts cumulatively 

. ... reduces need for steroids 
31x to ... reduces need for analgesics 
| iti ... works in conjunction with both 
» 01S steroids ‘and aspirin 
when PLAQUENIL ... produces major improvement 

3 : in 60 to 83 per cent of patients 
time. ... results in a low incidence of 
tic ef major relapse 
_ Sali- 

. ® 
jjunc- ; a 
1atoid 
penel- 
€ Im SULFATE 
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Plaquenil (brand of hydroxychloroquine), trademark reg. U. S. Pat. Off. Planolar, trademark, 














NEW PRODUCT 














@ TIGACOL PREVENTS DIZZINESS WITHOUT CAUSING DROWSINESS through two specific-acting agents 
controls vertigo promptly by direct relaxation of peripheral blood vessels-and its effects last twic: 

as long as nicotinic acid; controls the nausea, so often associated with vertigo, by selective suppressio! 

of emetic impulses ...without causing drowsiness, adrenergic effects or significant hypotension. 

USUAL ADULT DOSAGE: One or two capsules three times daily. 


Roniacol®—brand of-nicotiny! alcohol. Tigan®—4-(2-dimethlyaminoethoxy)-N-(3,4,5-trimethoxybenzoyl) benzylamine 
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